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IS A NATURAL TENDENCY for indi- 
vidual nations to approach general problems and 
general principles each in its own particular way. 
There is to be remarked about the English nation an 
apparent inconsistency in its approach to many im- 
portant issues that somehow seems to resolve them- 
selves naturally. The problem of hospital service 
in this country is in that category. 


We are today living in an age when state control 
or regulation in some form or another is a customary 
feature of our daily life. Care of the sick and in- 
firm is no longer left to blind chance, the state con- 
cerns itselfi—and rightly—with the health of its 
citizens, 


Since the years immediately prior to the Great 
War the State has brought in legislation to give some 
measure of medical aid to the working population. 
The National Health Insurance Acts embody the 
main provisions of the service. But hospital treat- 
ment as such does not come within the scope of the 
National Health Insurance Acts; hospital treatment 
is in a separate category. 


There are in England two types of hospital : 
1. Voluntary 
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2. Publicly owned and controlled 


The existence of the municipal hospitals is ex- 
plained by that gradual widening of the state’s activi- 
ties that came into prominence at the end of the nine- 
teenth century. The voluntary hospitals are an in- 
herent part of the English traditions, with their long 
history of splendid service. This dual system, on the 
face of it somewhat inconsistent and difficult to ex- 
plain, has worked with amazing success. The volun- 
tary hospitals have, naturally, had many problems to 
face, chief among which has been that of finance. 
The charitable instincts of the British public are well- 
known and they have responded nobly to every call 
for aid. But the impetus given to scientific research, 
the need for more elaborate and up-to-date equip- 
ment coupled with an increased hospital conscious- 
ness on the part of the community has made finance 
a pressing problem for the voluntary hospitals. 


Improved Organization of Finance Aided 
by Group Hospitalization Plan 


An improved organization of hospital finance be- 
came the urgent issue. Merseyside applied itself to 
the solution of this problem by the adoption of a 
contributory scheme (group hospitalization plan) 
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among employers and wage-earners. In 1927, the 
twenty-two voluntary hospitals of Liverpool, Birken- 
head, and Wallasey (all on the banks of the river 
Mersey) had a deficit on maintenance account of 
£31,000 and a scheme was launched to liquidate it. 
A council was formed to organize a contributory 
fund. Known as the Merseyside Hospitals Council 
ld in the £ Fund, it is composed of representatives 
of the four Merseyside Borough Councils, hospital 
medical staffs, public assistance committees, employ- 
ers of labor, general practitioners, organized labor, 
and contributors. Workers agreed to contribute 
weekly one penny from each £ of their earnings, the 
money to be deducted from their wages. Employers 
agreed to add a sum equal to one-third of their em- 
ployees’ contributions. 


Today there are 328,000 contributors and 7,000 
firms operating the Fund. The total income is ap- 
proximately £175,000 (about $900,000) a year. 


Workers eligible for the free privileges of the 
Fund are those who, being unmarried, earn not more 
than £4a week; married couples without dependents 
not more than £5 per week, married persons with a 
family (or unmarried with more than one dependent ) 
£6 a week. 


The main principle of a hospitals contributory 
scheme is the provision of free maintenance on ad- 


mission to hospital for contributors and their de- 
pendents, and the network of such group hospitaliza- 
tion plans that now exist in England concentrate their 
efforts on that principle. It is the immediate and 
obvious purpose of contributory schemes to give 
hospital maintenance when the necessity arises. Ifa 
longer view is taken, however, and the sociological 
aspect kept firmly in mind, it will be realized that 
the problem of restoring the sick to health does not 
end merely with the provision of hospital treatment. 
Other services are vitally important. 


Convalescent and After-Care Service 


In this respect the convalescent and after-care de- 
partment of the Merseyside Hospitals Council is a 
case in point. It began inauspiciously on a very 
modest scale, but has developed and grown to large 
and important dimensions. 


The department was set up in response to a press- 
ing social need. Workers and their dependents hav- 
ing received hospital treatment were often in need 
of some measure of convalescent treatment. Their 
financial resources, however, were normally inade- 
quate to obtain this service. Obviously such an 
obstacle to the complete recovery of the patient 
might in many cases nullify the benefits of hospital 
treatment. At the least it meant retarding the re- 
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covery of patients. The hospitals could in no sense 
be blamed; their functions began and ended with 
hospital treatment. Some external organization had 
to make provision for this after-care service. 


It was the first task of the Merseyside Hospitals 
Council to arrange for convalescent facilities by 
agreement with convalescent homes. Persons de- 
siring convalescent treatment must first be recom- 
mended by their medical adviser who is always 
anxious to cooperate with the department to the 
fullest extent. Only persons who are recovering 
from a serious, acute illness or surgical operation 
are sent away, it being felt that they are the ones 
most likely to benefit by a two or three week’s stay 
ina convalescent home. In 1935, the number of such 
patients sent to convalescent homes was 2,045. 


Convalescent treatment in an institution presented 
few problems, but patients discharged from hospital 
presented a new obstacle. A totally unsuitable en- 
vironment, together with all the restrictions and limi- 
tations imposed by poverty gave rise to a new service. 
A trained staff of home visitors was appointed whose 
duty it was to pay frequent visits to such homes, 
Specially selected for their courtesy, tact, and renown 
they were to act as “guide, philosopher, and friend.” 
They were to advise on domestic matters and to use 
their knowledge of the city’s social services to obtain 
whatever help was needed. They were, in a word, the 
connecting link between the necessitous sick and such 
organizations as the churches, the municipal health 
departments, women’s service bureau, British Red 
Cross Society, the British Legion, the United Serv- 
ices Fund, nursing services and others. 


Home Visitors 


Arrangements were entered into with District 
Nursing Associations to provide the services of a 
trained nurse in the home for patients discharged 
from the hospital. 


Supervision is, in all cases, effected by the home 
visitors, and in 1935, patients visited in their homes 
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A Convalescent Home in North Wales 


numbered 2,976. Many different needs are cared for 
—crutches are provided, bath chairs and invalid car- 
riages are loaned. During the past five years 65 bath 
chairs and invalid carriages have been given to the 
department and 692 people have borrowed them with- 
out cost to themselves. 


Sick Room Equipment, Nourishment 
and Clothing Provided 


The after-care department is continually ap- 
proached to provide sick. room equipment. Every 
day requests are made for the following articles: air 
rings, bedrests, hot-water bottles, bedpans, bed bot- 
tles, waterproof sheets, feeding cups, bed-cages and 
occasionally for air and water beds. Where neces- 
sity demands it after-care nourishment is provided. 
During 1935 nourishment in the form of milk, eggs, 
butter, etc., was provided for 113 hospital cases. 
Where the family income is inadequate, as it is in so 
many cases, little can be spared for clothing. As far 
as the department can it attempts to supply this need. 
A stock of clothing is kept in the department for 
emergency cases. In other cases excellent work is 
done by the Liverpool Central Clothing Committee. 
Patients who have two or three days to spare before 
the date of admission to convalescent homes are re- 
ferred to the Clothing Committee, the work of which 
is done entirely voluntarily. An outfit of clothes 
often gives a new outlook, poise, and a determination 
to get well, and a patient who was previously 
despondent regains a fresh ambition and resolve. 


The following cases are referred for help through 
other social services: 


1. Cases of tuberculosis, treatment for which is pro- 
vided by the municipalities whose responsibility 
it is, and not that of a voluntary hospital fund 


. Maternity cases 


. Unemployed ex-service men seeking financial as- 


sistance 
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4. Convalescent patients suffering from conditions 
medically ineligible for the after-care service of 
the Merseyside Hospitals Council 


5. Mental and moral welfare cases, etc. 


In all the ramifications of this service there is 
no suggestion of “charity” or “patronage.” Those 
who benefit by the service are mainly those workers 
who, when in health and employment, have availed 
themselves of the opportunity to contribute to the 
contributory scheme. 


Ambulance Service 


The ambulance service of the Merseyside Contribu- 
tory Scheme is another aspect of its activities well 
worthy of illustration. A fleet of six ambulances 
equipped with modern fittings and appliances carry 
patients to hospital. The department provides am- 
bulance conveyance for contributors and their de- 
pendents as in-patients between their homes and 
voluntary hospitals, on the recommendation of the 
patients’ medical advisers. As, however, the chief 
object of the service is to carry patients urgently re- 
quiring immediate admission to a hospital, the am- 
bulances are not available for patients attending out- 
patient departments, except in cases where, in the 
opinion of the hospital medical staff, they are not 
fit to travel by any other means. Since the com- 
mencement of the service in 1929 the number of 
patients carried is 78,350, of which number 20,389 
were carried in 1935. These numbers involved a 
mileage of 343,012 and 78,026 respectively. During 


the night hours between 11 p. m. and 6 a. m. this 
service is not in operation. 


Another service of the Contributory Scheme en- 
titled “Hospitals Night Volunteer Motor Service”’ is 


entirely voluntary and was formed in 1930, spon- 
sored by the Merseyside Hospitals Council. Its aim 


is service of a most humane kind. Its members 
undertake during the night hours (11 p. m. to 6 
a. m.) to provide means of transport for relatives of 
patients taken dangerously ill, and also to take volun- 
teers for blood transfusions when all public transport 
services have ceased. 


There are 214 members of this organization all 
having their own private automobiles and telephones. 
These volunteers are divided into districts, each 
volunteer being selected for duty one month in the 
year. During his month of service a volunteer is 
liable to be called on the telephone by a hospital at 
any time between 11 p. m. and 6a. m., and asked to 
bring relatives or a blood donor to patients danger- 
ously ill. A rota card is compiled giving the names, 
addresses, and telephone numbers of the volunteers 
on duty for the month, and this is sent to every volun- 
tary and municipal hospital in Merseyside—36 in all. 
The same rota card is sent to every volunteer on duty, 
and in fulfilling his duty when called upon by the 
hospital he can get into communication with his sec- 
tion commandant or with another volunteer. Four 
hundred nineteen calls were answered during 1935, 
and high tribute has been paid by the voluntary hos- 
pitals and the municipal authorities alike to the excel- 
Jent work of these volunteers. 
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The Development of Nursing Education 
An Address Before the Graduating Class of Cambridge Hospital 
FREDERIC A. WASHBURN, M.D. 


Commissioner of Institutions, Boston, Massachusetts 


» PRESIDENT was good enough to ask 
me to speak to the nurses and their friends tonight. 
I feel at home here because of my long association 
with the father of your president, Dr. Henry P. 
Walcott. Dr. Walcott was Chairman of the Trus- 
tees of the Massachusetts General Hospital when I 
was director, and also for many years secretary and 
then president of the Cambridge Hospital. He was 
one of the original group of its incorporators in 
1871. He is so intimately connected with the de- 
velopment of your hospital that it is appropriate to 
speak of him on this occasion. A man of great 
wisdom, he was trusted with heavy responsibilities 
during his long life by the Commonwealth, the 
Massachuetts General Hospital, Harvard University, 
your hospital, and many other institutions and 
persons. 


Recently two incidents have recalled him to my 
memory. I received a letter a few days ago from 
a dear lady, a retired officer of the Massachusetts 
General Hospital, whose sight is failing. From this 
letter I quote: 


“The story that you told me at the time of my 
first operation about Dr. Walcott, whose eyes had 
served him well for so many years that he thought 
he had no right to complain, comes back to me over 
and over. I guess I can at least try to be as brave 
as he was.” 

Dr. Walcott lived nearly half way through his 
tenth decade and was blind the last four or five 
years of his life. When a visitor tried to sympathize 
with him, his reply was: “I began to read when I 
was six years old and read much until my eyes 
failed me at the age of eighty-nine. My eyes served 
me well. I have nothing of which to complain.” 


His display of fortitude and philosophy still serves 
as an example, you see. 


An outstanding character was Dr. Walcott. His 
influence was exercised over many young men, he 
guided the destinies of important institutions. The 
effects of such a life are felt for many generations. 
They spread from their source like the ripples on a 
pool into which a stone is thrown. In these days 
when it seems that the democratic institutions for 
which the fathers fought are in jeopardy and that 
men are increasingly ruled by greed and sordid 
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motives, it is well to pause a moment and contem- 
plate the figure of a wise, just, honorable man who 
devoted his life to the service of his country and 
his fellowmen. To me Dr. Walcott typifies the 
best of our Puritan forebears. There are other 
great names connected with the early history of 
your hospital, such as Longfellow, Howells, Eliot, 
Morrill, Wyman, and Ralph Waldo Emerson. 


It has been my fate to attend nurses’ graduating 
exercises for the last thirty-five years, a whole gen- 
eration. The speakers, as a rule, say much the 
same thing. They can no more avoid mentioning 
Florence Nightingale than Mr. Dick in David Cop- 
perfield could avoid speaking of the head of King 
Charles the First. He thought that the troubles in 
the head of King Charles the Martyr had been 
transferred to his head. So in the writing of his 
memorial he could never finish because, do his best 
to keep it out, he always lugged in a reference to 
the King. It is so with speakers at Nurses’ Grad- 
uations and the name of Florence Nightingale. Hav- 
ing now done what the “Jinx” demands, perhaps I 
can complete my remarks without further mention 
of that fine woman, the founder of trained nursing 
as it is today. 


The First Training School for Nurses 


The history of training schools for nurses in this 
country is short in point of time. It is not yet 
seventy years since the first one was established in 
the New England Hospital for Women and Chil- 
dren. Fortunately for the rapid development and 
progress which has been made in the training of 
nurses their short sixty-five years of history were 
contemporaneous with a profund change in the 
conception of the functions of a hospital in its rela- 
tion to the community. This change is that the 
hospital has been made available to all classes of the 
community and that all look to it for help in time 
of sickness and no longer think of it with dread 
as the last resort of the sick poor. The reasons for 
this change of attitude of both hospital and public 
may be stated as: 


1. The discovery of the use of ether. The first 
public demonstration of this to full surgical anes- 
thesia was made by our neighbor across the river. 
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2. The far reaching effects of the demonstrations 
of Pasteur and Lister of bacteria and their func- 
tions and the application of this knowledge to 
surgery. 

3. The rapid increase of methods of diagnosis 
and treatment which required expensive and com- 
plicated machines and instruments and special rooms 
in which they are to be used, for example, x-ray 
apparatus and laboratories of different sorts. 

These were the three main factors which prac- 
tically forced people to go to hospitals in time of 
sickness if they desired the best chance of recovery 
by accurate diagnosis and skillful treatment. 

Good hospital accommodation existed for the 
poor; then it was demanded for the rich, and our 
private wards were built. At last wards for people 
of moderate means are being provided. Plans for 
financing the hospital needs of this last named group, 
I am thankful to say, at last seem likely of fulfill- 
ment in this community. 


But this is irrelevant to my theme. It is because 
the hospital has developed and has been shown to 
be essential to well-being and the very life of rich 
man, poor man, beggar man, thief, doctor, lawyer. 
sailor, chief that the training schools for nurses have 


developed with them. 


The Nurse in the Hospital Before the Days of 
Training Schools 


Georgia L. Sturtevant was a nurse at the Massa- 
chusetts General Hospital before the days of train- 
ing schools, in the year 1862, in the midst of the 
Civil War. In 1895 she published her “recollec- 


tions.” I quote: 


“In 1862, the second year of our Civil War, | 
felt that I ought in some way to take a part in that 
great struggle, and about decided to offer my serv- 
ices as an army nurse, but my friends persuaded me 
I, ac- 
cordingly, gave up my army plans, and accepted a 
position as assistant nurse in the Massachusetts 
General Hospital at a salary of $7.50 per month. 
The head nurses at that time received $12 per 


to abandon that idea, and remain at home. 


month. 


“T was ushered into a large, bright, airy room, the 
pretty white-curtained beds, with their strip of bright 
carpet beside each bed, and in almost every window 
pretty flowering plants gave the room a most cheer- 
ful and homelike appearance. 


“My first day at the hospital was full of surprises. 
All the nurses were required to go on duty promptly 
at 5 am. The night watchers who lived outside 
the hospital left at that hour, after making a verbal 
report to the head nurse. 

“The nurses slept in little rooms between the 


wards, two nurses occupying one bed, which was 
folded up during the day, and the room used for a 
sitting room, and frequently for a consulting room 
for the doctors, or for minor operations. One re- 
quired to be on duty at 5 o’clock must, as can readily _ 
be imagined, make rather a hasty toilet. Consequently 
the difficulties under which nurses labored, to keep 
themselves presentable in their little rooms, which 
were used as thoroughfares during the day, can 
hardly be exaggerated. 


“On being shown to the nurses’ dining room—all 
the employees of the hospital ate in the same room- 
I really thought I must be dreaming, or that time has 
indeed turned backward in its flight. This room, 
which was on the ground floor, was a dark, dingy 
room, with a brick floor that looked as if it had seen 
much service and hard usage. On one side was an 
empty fireplace, a large unused brick oven with the 
usual accessories, and various other reminders of by- 
gone days. The tables, running the whole length of 
the room, were spread for dinner, with a service 
corresponding to the other appointments of the room. 
Beside each plate was a pewter tumbler, which great- 
ly heightened the effect which the last century ap- 
pearance of the room had already made upon me. 
This room, as I afterwards learned, was originally 
used as a kitchen, and with very few changes had been 
made to serve its present purpose. The food was 
of the plainest, but fairly good. 


“T would not for a moment question the wisdom 
or large heartedness of those men who devised and 
perfected’ such a wonderful scheme, the result of 
which was to produce a structure that must endure 
for ages to come—a building that has sheltered and 
surrounded with many luxuries, has healed and 
nursed back to life its many thousands of unfortunates 
who have been brought to its doors. But that these 
men—TI would speak reverently, for they are not here 
to defend themselves—should so strangely forget to 
provide for the health and comfort of those who were 
to be the chief instruments in carrying out their 
charitable designs, seems almost beyond belief. For 
example, while the patients, no matter of what 
nationality, or in what station of life, reposed on 
dainty, dimity-curtained beds, and used only solid- 
silver (spoons), the nurses, after being on duty for 
sixteen hours, were shut up in little boxes of rooms 
between two wards and sipped their ‘souchong’— 
or whatever brand it might have been—from pewter 
teaspoons, and drank their ice-water, when they were 
allowed that luxury, from pewter tumblers. And yet, 
that the responsibilities of a nurse were great and her 
duties extremely arduous, seems to have been fully 
appreciated. In a circular letter written in 1810, 
appealing to the people of the Commonwealth to 
aid in establishing a hospital in the town of Boston, 
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a strong point is made of the fact that the poor would 
have the advantages of good nursing, which they 
lacked in their own homes. I quote from this letter : 
‘In a well-regulated hospital they would be attended 
by kind and discreet nurses, under the direction of 
a physician.’ Another clause in this letter reads: 
‘In these officers (nurses) must be placed trust and 
confidence of the highest nature. Their duties are 
laborious and painful.’ But the novelty of the situa- 
tion made the work interesting, and as one’s interest 
increased, disagreeable things were in a measure 
forgotten. 


“The nurses were required to go on duty at 5 a.m. 
and remain until 9:30 p.m., with an occasional hour 
off, if the work could be so arranged as to make it 
expedient. 


“There were eleven head nurses, and usually about 
sixteen assistants, employed in the hospital at that 
time, besides the night watchers. These extra as- 
sistants were sent from ward to ward where they 
were most needed, and had their sleeping room in 
the attics over the wards. I was not, however, pre- 
pared for the drudgery that was required of a hos- 
pital under-nurse in those days. I refer especially 
to the washing of filthy clothing and foul dressings 
that the assistant nurses had to do. Cotton could 
only be bought at the most fabulous prices, and it is 
not exaggeration to say that every inch of old cotton 
and gauze had to be carefully saved and washed, 
and used over and over again... . / All this foul wash- 
ing was done in the ward bathroom, and then sent to 
the general laundry to be more thoroughly washed 
and made ready for use. 

“T think the most uncharitable must give these 
women credit for some nobler inspiration, to keep 
alive their enthusiasm, than the $7.50 a month which 
they received for their service. Though the nurses 
received no special training, were given no systematic 
instruction, everything impressed me as being ex- 
ceedingly systematic, and the smallest details im- 
portant. At a certain hour the heavy counterpanes, 
which were used at that time, were carefully folded 
back and extra blankets substituted in their places. 
The strips of bedside carpet were swept and shaken 
and laid away till morning, the linen stand covers 
were also removed at night, and were not put on 
again until after the dressings were done and the last 
touches given to the ward. Everything must be in 
order before the ‘visit.’ 

“The assistant nurses went to their breakfast at 
6 o'clock, after working in the ward an hour, making 
beds and assisting the head nurses in the general 
care of the patients. On their return to the ward, 
the head nurses went to their own breakfast, and 
from there to the kitchen, where they prepared 
breakfast for their patients, or rather, where they 
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filled their trays with whatever their diet lists called 
for, ready to be taken to the ward. The nurses car- 
ried their trays, which were heavy wooden ones, to 
the kitchen themselves. Both nurses assisted in 
serving the breakfast. After breakfast the assistant 
had the washing of the dishes to attend to, there being 
no ward maid, her sweeping and dusting to finish, 
and meanwhile to assist the head nurse in doing her 
dressings, if in a surgical ward, or in any other way 
that she might be needed. Then came the rinsing of 
soiled clothing, the washing and ironing of bandages, 
etc. This, with other duties, filled up the day. 


“After two months’ probation as assistant nurse, 
I was put in charge of a male surgical ward contain- 
ing twenty-one beds, with about as much knowledge 
of nursing as one usually has after that length of 
service in a hospital ward. My only salvation was 
the fact that I was conscious of my ignorance, and 
saw the importance of learning from some source 
the things I must know, or ignominously retire from 
the work I had entered with considerable enthusiasm 
and determination. 


“There were only a few bathrooms in the whole 
hospital; none were provided for the nurses or any 
of the employees.” 


How Conditions Changed 


Miss Parsons in her history of the Training School 
of the Massachusetts General Hospital, tells of the 
gradual change from conditions such as these. The 
first pupils had to make good against the opposition 
of the professional staff. It was no easy task. One 
by one the worst of the handicaps were overcome. 
For example, Miss Linda Richards says: 


“The first decided change made by the superintend- 
ent was to place a nurse in charge of each ward 
with an assistant, one of these two nurses to be pres- 
ent on the ward at all times, aside from meal times, 
and to appoint a nurse for night duty for each ward, 
these nurses to serve a month. The second change 
of note was the hiring of a woman to wash poultice 
cloths and bandages outside the ward. A second 
woman was employed to do the mopping and general 
cleaning. By the addition of these two scrub women 
it was found possible for the school to take over 
another ward without adding to the list of pupils. 


“The desire for instruction on the part of the 
pupils themselves must have been stimulating. They 
asked for cooking lessons and for more ‘direct teach- 
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ing on the wards’. 

In 1877 Miss Richards asked the Directors of the 
Boston Training School for a watch for the nurses 
and it was voted to buy one, the cost not to exceed 
$20. A thermometer was purchased. 


“By the end of 1876, Miss Richards had charge 
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Linda Richards, America’s first 
Trained Nurse, Superintendent of 
Nurses; Boston City Hospital, 1878- 
1879; 1882-1885. 


of all the nursing in the hospital, and her pupils 
were employed in eight wards. During these first 
years there was much sickness, fatigue, and com- 
plaint of ‘lame nurses’. Frequently ‘night watchers’ 
at a dollar a night were employed to relieve over- 
tired pupils, and one of the lady visitors suggested 
that more attention should be paid to sick nurses. 
At this time nurses were still mopping floors, carry- 
ing ice, food trays, etc. 

“By degrees the heavier manual work was taken 
from the nurses; during 1878 pupils were relieved 
of carrying ice; and in December, 1880, ward maids 
were installed in the lower wards for cleaning cor- 
ridors, for mopping and dishwashing.” 

Miss Richards 

The Boston Training School for Nurses, which 
later became the Massachusetts General Hospital 
Training School, admitted its first class two months 
after Miss Richards graduated. She was invited to 
be its first superintendent. She declined the invita- 
tion because she felt her first position should be that 
of an assistant, a decision which showed character- 
istic wisdom. During this first year the Boston School 
was directed by one and then by another volunteer 
army nurse. “Ladies born and bred but they knew 
nothing of a training school organization,’ wrote 
Miss Richards. The rotation of the nurses’ duties 
was amazing. On the first day of the cycle the student 
worked in the utility room. On the second day she 
worked in the patients’ dining room, and the third 
day worked with the patients in the wards. The 
fourth day the student was head nurse, and on the 
fifth she went off at mid-morning to go on night 
duty that night. The sixth was for sleep and on the 


seventh she began the cycle again. No wonder that 
the staff said no one knew anything and that the old 
way of caring for the patients was better. The Train- 
ing School Committee, however, believed that the 
community needed trained nurses and that the hos- 
pital was the place in which to prepare them. 


Several of the directors of the training school were 
relatives of the members. of the medical and surgical 
staff. We can well believe, therefore, that all of the 
discussion pertaining to the school did not take place 
in the formal meeting. At the end of the first year 
the staff wished to put out the training school, but 
they reluctantly agreed to give it another year of life 
if a trained nurse could be found to direct it. 


Again Miss Richards was invited to become super- 
intendent. This time she accepted, and came to prune, 
to tend, and to nurture this feeble, unwanted step- 
child of the hospital. No Massachusetts General 
Hospital doctors were teaching the nurses. Physi- 
cians came over from the Boston City Hospital for 
this purpose. The fact that only three of the first 
twelve students admitted ever graduated suggests 
much. The difficulty could not have been their 
youth for their average age upon admission was 
thirty-two. Miss Richards came possessing dignity, 
real charm, a love of service, and skill in nursing. 
Her major job was to prove to the staff that trained 
nurses were better than untrained nurses. She often 
demonstrated this by caring for the sickest patients 
herself. Gradually the staff began to realize the 
value of the school. They began to refer to “our 
school” with pride. One member took the nurses on 
hospital rounds which was the beginning of bedside 
clinics ; another took them in the operating room. The 
Boston City Hospital men were soon no longer 
needed. A building was remodeled for a nurses’ 
home, all wards with one exception were given over 
to the care of the school, rudiments of a uniform 
appeared, experience was supplemented by affilia- 
tion at the Boston Lying-In Hospital and the Eye 
and Ear Infirmary, and affiliation at McLean was 
recommended. The number of students grew to fifty. 
The records tell of sickness, fatigue and lame nurses, 
but the records also state that “watchers” were 
brought in from the neighborhood to supplement the 
nurses. 


Thus, fifty-six years ago this woman, with one year 
of training, with only one year of graduate experi- 
ence and combating tremendous opposition, created 
a school which was twenty-five years ahead of its 
time. 


Of this, her first school, she writes: “I spent two 
and one-half happy years at the Massachusetts Gen- 
eral Hospital Training School, and saw many im- 
portant changes take place. There is a very warm 


HOSPITALS 





spot in my heart for this, my first school. . . . Some 
of my nurses I am justly proud of,” and with char- 
acteristic modesty adds: “though I am sure the 
ability of the women and not my training is responsi- 
ble for the good work they have done.” 


Nursing Schools are Now Integral Parts 
of Hospitals 

Training School pupils have been relieved of their 
manual drudgery. Schools have become integral parts 
of their hospitals. The length of the course has been 
increased from two to three years. Instruction has 
been systematized. Hours of duty have been short- 
ened. Every hospital training school worthy of the 
name, has its own home with comfortable quarters 
and privacy for each pupil. Nursing has been raised 
to the level of a profession. In certain universities 
we now find Schools of Nursing, notably at Yale and 
Western Reserve. This great change in two-thirds 
of a century has been largely accomplished by nurses 
themselves under their own leaders. It is greatly to 
their credit. 


Raising the Level of Training Schools 


Boards of Registration, such as that of Massa- 
chusetts, of which your superintendent, Miss Thur- 
low, is a member, raise the level of Training Schools. 
Our local board will do an even better job now that 
it has a trained nurse inspector. Those hospitals 
which have been exploiting young women by giving 
them scant and inferior training in return for their 
services will, I hope, have short shift in the future. 
The education of the nurse is in a transitional period. 

The eight year studies of the Committee on the 
Grading of Training Schools are completed. This 
Committee was composed chiefly of physicians and 
nurses representing the great medical and nursing 
associations. The report is full of statistics of great 
value. Its conclusions are important. Those of you 
who are interested in this subject who have not 
already done so, should familiarize yourselves with 
it, particularly the last volume, “Nursing Schools 
Today and Tomorrow.” 

There is a handful of extremists at both ends of 
this controversy. On the extreme conservative side 
are the good old-fashioned doctors who want nothing 
but the good old-fashioned nurse, such a one as was 
trained under the system as quoted from Miss Par- 
sons’ book. On the extreme radical side there is a 
group of nurse educators with a few physicians who 
will not be content until all nurses are college 
graduates and all training schools are departments 
of universities instead of hospitals. The truth, as 
usual, probably lies between these extremes. I be- 
lieve that most nurses will always receive their 
training in hospitals. It is our duty to see that they 
receive suitable instruction, that their hours of work 
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Sara E. Parsons, Organizer of 
Nurses’ Training Schools at Butler, 
Enoch Pratt, and Other Hospitals. 
Superintendent of Nurses, Massachu- 
setts General Hospital, 1910-1918. 


are not too arduous, that their living conditions are 
good. I should be sorry to see, in the name of prog- 
ress, a situation arise whereby nurse education be- 
comes so expensive as to be prohibitive for girls 
coming from families of limited financial means. The 
system whereby a pupil may pay by service for her 
education has worked well in the past and can be 
made to work better in the future by the elimination 
of poor schools and a general improvement of our 
good schools. An endowment of the school separate 
from the hospital funds is much to be desired. 

May it not be possible to improve existing schools 
by combinations which would provide salaries for 
teachers of different subjects who would go from one 
school to another to lecture and instruct. In this 
way we could get better knowledge and teaching 
ability—teachers of real authority in their subjects. 
As it is now, the school may have one instructor who 
has to teach a number of different subjects. “And 
still they gazed and still the wonder grew how one 
small head could carry all she knew.” 

If you had been English women, graduating from 
the London Hospital, for example, you would find 
your hospital prepared to furnish you with quarters 
after you are graduated, to oversee your employment 
in private nursing, and get you jobs. In fact, the 
hospital acts as foster mother from the nursing 
cradle to the nursing grave. 

The Widening Sphere of Employment for Nurses 

Many different careers are open to trained nurses. 
The greatest career of all, happy marriage, claims a 
large number of them. I can think of no better 
foundation for matrimony than three years as pupil 
nurse in a hospital. The nurse acquires experience 





valuable in bringing up a family. She develops a 
level headed philosophy. After her contact with 
patients, many of whom are naturally irritable be- 
cause of their illness and their anxious relatives, the 
management of husbands is easy for them—I am told 
that it is often done with the husband continuing 
under the delusion that he is the head of the house- 
hold. Most nurses will spend their lives in private 
practice both in homes and hospitals. For this nurses 
are prepared when they are graduated. Others will 
wish to become nurse educators, hospital administra- 
tors, public health nurses, and other special work. 
For them further education, both theoretical and 
practical, is required before they are fitted. Nurses 
are guided into one or the other of these lines by 
inclination, ability, previous education, economic con- 
ditions, or mere accident. 


Another field for nurses has developed of recent 
years. It is one which occurs only occasionally, but 
inasmuch as the event of which I speak has occurred 
once in every generation since the founding of our 
country, it will not do to assume that it will not 
happen again. I speak of a war involving our 
country. 


The Nurse with the Armed Forces of Our Country 


In the active life of my contemporaries there has 
been the Spanish War, the Philippine Insurrection, 
the Mexican Border incident, and the World War. 
These all called for the mobilization of troops to a 
greater or lesser extent. In the Spanish War and 
its predecessors very few women nurses were em- 
ployed and none with expeditionary forces. I do 
not need to tell you that in the World War nurses 
in great numbers became an integral part of the army. 
They saw service as far forward as it was possible 
for surgeons really to operate, though their main 
function was at base hospitals. Their record is a 
fine one. The distinctly superior service furnished 
by the Medical Department during the World War 
was largely due to the work of women nurses. God 
forbid that there should be another war in your 
active life, but in the light of history it is likely that 
there will be. If it comes, many of you will be called 
into the service, doubtless to render aid as useful as 
that given by your older sisters. 

The Nurse Today 

You young ladies who have finished the course 
and are about to step out into the world are fortunate 
indeed that you were sheltered by the hospital dur- 
ing the period of the depression. Nurses graduating 
during the last four or five years have had a particu- 
larly hard time. Hospital positions were hard to find 
and there was little to do in private nursing. It 
seemed that there were too many nurses graduated. 
In a sense this was true. There were too many for 
conditions as they existed. But with the return of 


prosperity this is all altered, the pay wards of hos- 
pitals are full again, thus making work for many 
more nurses. A few training schools have been 
closed and many have limited the size of their classes. 
In addition to these two factors we find a number oi 
hospitals have placed special nurses upon an eight 
hour day, thus causing a demand for more nurses in 
that line of service. So you see how fortunate you 
young women are to be graduated in 1937 when 
there is a demand for your services, when your hours 
are of reasonable length, when your profession is 
respected. I have tried to show what a struggle it has 
been to reach this state of affairs and to picture to 
you the contrast between sixty years ago, or even 
three years ago, and today. 


The Cambridge Hospital has always aimed high. 
Handicapped by a limited endowment, it yet has a 
very creditable history of devoted service of trustees, 
ladies committees, staff, nurses, and employees. | 
am familiar with the story of many of the New Eng- 
land hospitals. I have seen men and women who 
have worked year in and year out for their good. 
They have not spared themselves, determined that 
their efforts shall make up for scanty finances. I 
have seen them count every penny, use home made 
substitutes for furniture and apparatus they could 
not afford to buy. I have seen officers, nurses and 
employees wear themselves out resolved that in spite 
of limited personnel, patients should not suffer or the 
hospital’s reputation be endangered. As I went 
through your hospital with Miss Thurlow a few days 
ago, I thought I saw evidence of just such a story 
here. I hope that the lean days are over and that 
now times are better, the whole Cambridge com- 
munity will support this hospital as it deserves to 
be supported and not leave it all to be done by a 
limited number of its staunch friends. 


It is the fashion to jibe at the Pilgrims and Puri- 
tans. They need no defense. The story of the May- 
flower Pilgrims and the Puritans of Salem and 
Boston is a glorious one. Both groups of religious 
men and women had high characters, were ready to 
sacrifice and risk all for conscience sake. New Eng- 
landers are fortunate in their heredity. That New 
England spirit or conscience still exists and we should 
be grateful for it. 

It is that instinct for service, for devotion to an 
ideal, which makes men and women give unstintingly 
of their time and their resources for the support of 
such a hospital as this. Many a humble employee 
gives as truly as the man or woman who donates 
thousands of dollars. The parable of the widow's 
mite still holds. May this hospital and its training 
school plan a wise and sane development to give bet- 
ter and better service to the fine community which 
supports it. 
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What Can We Do for the Security 
Voluntary Hospital? 


SISTER M. MECHTILDIS, O.S.F. 
Superintendent, St. Anthony Hospital, Oklahoma City, Oklahoma 


T.. MOST POTENT THING IN THE WORLD is 
an idea—an idea whose hour has come. With equal 
force and propriety it can be said that a vagrant, 
heedless, and headlong idea is a pernicious influence 
for mischief at any time. 


The social machinery of life is subject to trends 
of change and development. Unless these trends 
are dealt with competently, severe maladjustments 
result which threaten the solidity, progress, and se- 
curity of our institutions. 


Hospitals are part of the social machinery of life 
and as such are subject to change and development. 
Out of the competent dealing with social trends 
progress is born. When vagrant notions, meddling 
and tampering, affect a social institution mischief is 
afoot. The institution soon finds itself out of ad- 
justment with its own life, consistent progress re- 
ceives a setback and it is possible that the security 
of the institution is menaced, so as to give grave 
concern to responsible heads. 


The Trend in the Function of Public Health 


The social trend in the function of public health 
has been away from individualism toward socializa- 
tion; away from the individualism of the gifted sur- 
geon to the group of professional men, who co- 
ordinate their efforts ; away from the individualism of 
the private hospital to the hospital under govern- 
mental agency ; away even from the individual who 
pays or fails to pay his bill to some social security 
plan. Doctors, hospitals, and public health in all its 
phases are being definitely socialized, in keeping with 
the mood and trend of the times. In comparatively 
short time two-thirds of all hospital beds have come 
under governmental agency; private hospitals have 
dwindled to a negligible percentage and voluntary 
hospitals have remained static. Under the present 
mood and trend of the times it is well within the 
bounds of possibility that its trend toward govern- 
mental agency in public health, should become so 
emphatic as to menace the security of the voluntary 
hospital, make the doctor a functionary of the state, 
and abolish that desirable relationship between 
patient, doctor, and hospital that was peculiar to the 
service of the voluntary hospital. 
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Unfavorable Aspects in the Life of the Voluntary 
Hospital 

Various tendencies have manifested themselves in 
the life of the voluntary hospital which have an un- 
favorable aspect, but it seems to me these three are 
a definite threat and a cause for grave concern to 
those charged with the security of the voluntary 
hospital : 


1. The expansion of governmental agency in hos- 
pitalization 

. Experiments in personnel and equipment that 
are of unproven merit 

. The fancied grievance of the public by reason 
of unfair and indiscreet professional pro- 
crastinations 


Why does the voluntry hospital exist and why 
must it always exist? Because competent and quali- 
fied thought has found that the peculiar relationship 
between the patient, his doctor, and his hospital is 
for the best interest of the patient. There is a con- 
sensus in opinion that the best interest of the patient 
is considered when the patient's doctor looks after 
his own patient in the hospital and the patient can 
receive something of personal dedication added to 
the present bed routine and impersonal service. Sane 
and sound common sense have wanted this arrange- 
ment in the past; we feel there will be need of this 
service at all times. 


Meanwhile, the governmental agency broadens and 
expands. Indeed, it may well be said that it has just 
begun to expand. Today two-thirds of all hospital 
beds are under governmental agency, less than one- 
third under the voluntary hospitals. Of these volun- 
tary hospitals more than three-fourths are hospitals 
of less than one hundred beds. In hospitals of this 
kind the margin of safety or even of survival is in 
the last twenty per cent of occupancy. Let us put it 
this way, in practically all voluntary hospitals four- 
fifths of actual occupancy is necessary for survival. 
Out of the last fifth of actual occupancy must come 
progress, idealism, and the whole pattern of the se- 
curity and more abundant life of the hospital. Any 
agency, no matter how benign or well-intentioned, 
that encroaches upon that last fifth of occupancy has 





for its eventual effect the menacing of the security 
or even survival of the voluntary hospital. 

Already the trend shows that voluntary hospitals 
have been static in the number of beds for some little 
time, and lately a fractional decline has set in. The 
growth and expansion of the hospital under gov- 
ernmental agency is now definitely part of the social 
trend and in keeping with the public mood for so- 
cialization of public health. 

Socialization of the health problem will grow un- 
doubtedly, and undoubtedly it should grow under 
governmental agency. But it need not “encroach 
upon that field which is proper to the voluntary 
hospital.” There is a peculiar and reserved field 
where the patient’s interest, the doctor’s interests, 
and the whole art of healing are best considered in 
a thriving and progressive voluntary hospital. Not 
all patients are a problem of public health and a case 
for the state; not all doctors should be functionaries 
of the state; not all hospitals should be agencies of 
the state. 

The governmental agency will expand and grow 
and dominate. There is no thought of stopping it, 
or even a mood toward obstructing this trend and 
movement. Let the movement receive direction into 
that field which is poorly covered, and needs badly 
to be covered, and can best be covered by a govern- 
mental agency; for instance, the hospitals for the 
mental and incurable cases where the relation of 
patient and doctor and hospital is of slighter signifi- 
cance. 

The voluntary hospital is within its rights and 
indeed it is but consulting the best interests of patient, 
doctor, nursing, and the whole art of healing, when 
it demands that hospitals under governmental agency 
shall promote rather than hamper the security of the 
voluntary hospital. Even a slight encroachment upon 
the proper field of the voluntary hospital will give 
cause for concern. Anything like heedless and head- 
long expansion would be disastrous to many institu- 
tions that are none too secure. Growth and expan- 
sion of governmental agency is inevitable, but the 
one thing that is imperative is that this growth re- 
ceive “direction” into the fields of operation that 
still lie fertile. Duplication of effort should be 
sedulously and most honorably avoided, if we want 
to protect the security of the voluntary hospital. 


Hospital Waste in Poor Personnel and Unproven 


Equipment 


Another factor that menaces the security of the 
voluntary hospital is the costliness of experiments in 
personnel and equipment that are not of proven 
merit. Just as the survival and progress of the hos- 
pital comes out of the last twenty per cent of oc- 
cupancy, so must equipment and all experiment come 


out of the meager balance in operation. If we spend 
money for costly equipment that must be discarded, 
we shall be handicapped for money to spend where 
it is sorely needed. The patient’s interest is the 
supreme measure of a hospital’s worthiness. Equip- 
ment that is costly and of unproven merit is a menace 
that simply interferes with the best interest of the 
patient. Likewise the setting down of costly quali- 
fications in the personnel is often futile and simply 
interferes with the best interest of the patient. Can we 
not have “sweet reasonableness” about those things 
that cut into the economic security of the hospital 
that must be secure out of earnings and savings? 


Indiscreet and Unfair Professional Talkers and 
Writers 


Another factor menacing the security of the volun- 
tary hospital to which I propose to make a brief 
reference, is the public mood of disaffection. This 
mood of disaffection has been created by indiscreet 
and professional talkers who have been essentially 
unfair. There has been created the conviction that 
the people are exploited by hospitals, that illness 
in a hospital is among the major economic calamities 
of life, and that hospitals have become hotels which 
only the idle rich can afford. One can scarcely con- 
ceive how these professional talkers can be at once 
so indiscreet and obtuse. After all approximately 
two-thirds of all hospitals are state agencies where 
exploitation of patients must be impossible. These 
professional talkers did not tell of any luxurious 
hotel, where a very considerable percentage of 
patrons can have luxuries on no pay, part pay, and 
slow pay. They told us of no hotel that has one 
person on the payroll for every two beds occupied, 
where the personnel takes degrees, where one-half 
its space produces no revenue. 


The public has a mood of grievance, and it is a 
mood the hospital has to deal with and to a degree 
that menaces the security of the hospital. People 
think that the hospitals are exploiting the public, 
and they want a reduction in price. People do think 
that illness in a hospital is one of the major economic 
calamities of life and are seeking some sort of social- 
ized hospital care. This mood has had to be dealt 
with by reducing prices from ten to twenty per 
cent. There again it is that last twenty per cent, on 
which the security of the voluntary hospital rests. 
It does not make much difference what factor in- 
vades that last twenty per cent, the state, costly 
equipment, or the public mood, if you, for any rea- 
son, invade that last twenty per cent, you menace 
and may destroy the security of the voluntary hos- 
pital. 


I have presented some phases of the problem of 


HOSPITALS 





security in the voluntary hospital. I have stressed 
the facts that three-fourths of the voluntary hospitals 
are less than one hundred bed hospitals. Consequent- 
ly the margins of operation and more particularly 
the margin of security comes within narrow limits. 
Security for progress, standards, and highly efficient 
service is confined to twenty per cent of occupancy, 
to less than twenty per cent of gross receipts, and 
to less than twenty per cent of the fair and established 
charges. Anything that reduces occupancy, possible 
surplus, or a fair charge becomes a serious menace 
to security of the voluntary hospital. 


Our Solution 


Having confronted the problem frankly, what is 
the solution? The solution is to think this thing 
out. . 


When you think, especially when you think a 
thing out, you set out upon a mental journey. You 
expect to arrive somewhere. You do. You arrive 
at conclusions according to the way you mean to con- 
duct yourself when the circumstances considered 
shall arise. 


Is not this what conventions and gatherings in 
council are for, to arrive at deliberate conclusions 
that shall govern our conduct in conditions that 
create our problems? Let me then propose that 
everyone who holds the interests of patients as the 


supreme concern in the problem of health, shall 
champion the cause of security for the voluntary 
hospital. 

Governmental agency is expanding and growing. 
The trend and mood is for socialization. The growth 
and expansion is not in itself a menace or threat. 
It needs only the direction of the qualified, the ex- 
perienced, to lead it into fertile and unoccupied 
fields and away from encroachment that is a threat 
to the security of the voluntary hospital. 


Experiments in personnel qualifications and in 
equipment of unproven merit waste money. They 
preclude the possibility of consulting the best interests 
of the patient. A little careful thought and sympa- 
thetic consideration can abolish this source of waste. 


The public has a right to be informed about hos- 
pitals. They should be informed of the truth. The 
fallacy and the indiscretion of professional talkers 
should be frowned down. 


The voluntary hospital has deserved to live in se- 
curity for that peculiar service and relationship which 
is best for the patient, best for the profession and 
career of the doctor and best for the art of healing in 
all its activities. 

Whatever the trend in social affairs that may 
threaten the security of the voluntary hospital is 
should be recognized, dealt with and effectively 
removed. 








Air-Conditioning in the Treatment 
of Asthma 


Dr. A. Trasoff and Dr. G. Blumstein of the staff 
of Mt. Sinai Hospital, New York, have closely 
checked the effect of air-conditioning in the treat- 
ment of asthma over a two year period and have 
found that its therapeutic use is closely indicated in 
the treatment of seasonal asthma due to pollen. They 
found that favorable results were apparent within 
an hour after the patient had been placed in an air- 
conditioned room, and that there was a fifty per cent 
improvement three hours later. 

They classified their patients before treatment into 
three groups: 

1. Pollen asthmatics 

2. Perennial asthmatics 

3. Mixed—i.e., perennial asthmatics with definite 
seasonal aggravation due to pollen. 

They believe that extrinsic forms of allergy will 
benefit from air-conditioning but that allergics due 
to animal danders will not be helped, and that patients 
with bacterial allergy will not be benefited. They 
may become worse. Environmental allergics may 
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improve in an air-conditioned room, only because the 
excitant environment has been changed. 

They believe that air-conditioning may have some 
diagnostic value, in that a patient failing to obtain 
relief in an air-conditioned room, would rule our 
pollen as an allerger. 

It is interesting to note that at the Mt. Sinai Hos- 
pital, the room temperature in the air-conditioned 
wards is kept at 73 to 74 dry bulk, and 64 to 66 wet 
bulk: the humidity at 63 per cent with eight complete 
air changes per minute. The apparatus used is the 
standard refrigerative type, capable of yielding one 
and one-half tons of refrigeration, and using non- 
poisonous, non-odorous, non-combustible dechloro- 
diflouromethane. A two horse power motor is 
employed. 

a one 


Dr. Frededric A. Washburn Resigns as 
Commissioner of Hospitals of Boston 


Dr. Frederic A. Washburn, who upon his retire- 
ment as medical director of the Massachusetts Gen- 
eral Hospital, was appointed Commissioner of In- 
stitutions for the City of Boston, has resigned, effec- 
tive January 31. 





As Your Hospital Grows 


FLORENCE M. GREIM 


Secretary to Administrator, Pennsylvania Hospital, Philadelphia 


. i EVERY DAY WORK Of the hospital is so 
vitally concerned with life of the moment that most 
of us give little thought to the hospital of the past 
and the experiences that have produced the modern 
institution. Of course, there was some philosophy 
of the hospital before its history could start, but it 
is true also that the history of the hospital contains 
within itself the material from which to develop a 
more comprehensive philosophy, to the end that the 
hospital may more effectively safeguard the life of 
today and tomorrow. 


At the Pennsylvania Hospital, we have in the 
managers’ minute books a perfect continuity of rec- 
ord from the organization to the present day, supple- 
mented by a most interesting selection of letters, 
other manuscripts and routine forms. There is a 
potential practical value in these old records. Your 
own institution has a similar value in its records. 
What is that practical value? The effect upon, and 
the development of, the individual members of your 
organization. Medical students, nurses and other 
professional personnel, early in their course of in- 
struction, are drilled in History of —” what- 
ever their particular specialty happens to be, but 
how much “History of the Hospital” or history of 
your own particular hospital, do they get and how 
much of such instruction is brought to the non-pro- 
fessional personnel? Here is material which properly 
used will ensure a broader understanding of the pur- 
pose, the problems, the weak points and the strong 
points of the hospital; a feeling of kinship with the 
past and a greater sympathy for the present, all of 
which makes for better functioning in any organiza- 
tion. 


Delving into such old records one soon realizes that 
other generations have faced the same problems, 
cherished the same hopes, and generally were just 
about as human as we are—basically we are the same, 
superficially we are different. The difference brings 
a smile or a hearty laugh, and we all know the value 
of a good laugh; the kinship, the basic similarity, 
arouses the interest of the thinkers, encourages the 
discouraged, strengthens the resolve of the “doers.” 
The more understandingly one reads, the broader 
becomes one’s viewpoint, the more clearly defined 
one’s philosophy and the better one’s conception of 
the relation of the hospital to the contemporary de- 
velopment of the particular community. 


On the Hospital Trustee in Colonial Days 


What trustee, mindful of his responsibility to 
maintain the finances of his hospital, can read with- 
out a keen sense of fellowship, 


“The roof of the south Side of the Hospital being 
much out of Repair, it is agreed that it be covered 
with Cedar Boards, reserving the Privilege of re- 
moving them upon giving up the House. Sam’ 
Rhoads is desired to get it done.” (Minutes of 2nd 
of 11th mo., 1752.) (This was the rented house 
in which the hospital first functioned. ) 


If he delves deep enough, he will understand that 
the meticulous attention to value was not penurious- 
ness ; he will understand that manufactured materials 
were scarce and hard to obtain at that period of the 
country’s history; that the hospital was starting on 
comparatively little in the way of funds and the first 
duty of the managers was to make those funds do 
as much work as possible; that each manager under- 
stood his individual responsibility and met it. This 
seems to be a characteristic of most hospital trustees. 
One can well believe that each time Manager Rhoads 
approached the hospital his eye involuntarily traveled 
to the roof where one of his responsibilities lay. 


Then contrast with the story of the $5.00 gold 
piece attendance bonus for directors of a certain 
modern corporation, this little device for keeping the 
organization keyed to the proper pitch and at the 
same time bringing in cash, 


“Agree’d by a Board of Managers ye 9th of May, 
1755, that each Member for a total absence shall pay 
a fine of 2/6 if not present at the hour appointed 
1/& for every hours absence after 6d—on Each ot 
our Monthly or Special meetings duly appointed & it 
is also agreed that the striking of the Statehouse 
clock shall be the Rule for the Hour of meetings, but 
if not heard by any member present then the Watch 
of the President, or in his absence the Watch of the 
Eldest manager in the Company, shall be the Rule. 
N.B. same fines cont’d 1756.” (Account book of 
the Collector of Fines.) 


We are apt to think in big figures today and are 
prone to forget that the big figures are made up of 
many little ones. These fines are collected today. 
We might not be impressed by a single “four bit” 
fine but the sum total of the fines of 186 years is a 
quite respectable amount. 
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On the Administrator of the Hospital 


The Administrator who at times finds it necessary 
to restrict the young resident personnel will appre- 
ciate this, 


“The Mare belonging to the Hospital, supposed 
to -be worth One hundred and forty dollars, at a 
moderate Valuation, having died as the Managers 
have reason to believe, from the improper use made 
of her, the Steward is Ordered not to permit either 
of the Students to ride any of the Creatures, except 
to attend Out Patients, or in the Service of the 
house.” (Managers’ minutes, 6 mo. 29, 1807.) 


The following letter addressed to “a gentleman of 
the City of New York,” and appearing in Poulson’s 
Daily Advertiser of October 17, 1825, indicates how 
closely the development of the hospital is bound up 
with the development of the community. 


“Pennsylvania Hospital 
10th mo., 14th, 1825. 
“Respected Friend : 

“Since I wrote to thee yesterday I have had an 
interview with two of the managers, to whom I 
showed thy letter (asking information relative to 
the use of Lehigh coal in this institution). 


“Ist. To what different purposes has this coal 
been applied? I answer to warming the different 
chambers of this establishment to an extent of com- 
fort that has not been experienced while confined to 
wood fires, owing to the regular temperature of heat 
constantly kept up, and that in the most distant part 
from the fire in each apartment ; to cooking in every 
shape, and we confine the wash house and ironing 
room entirely to the use of it. 


“2nd. Thou desirest to be informed what the 
saving has been when compared with wood. The 
amount of expense for wood and coal last year was 
$2,125.59, and I have examined the disbursements 
for five years, viz., 1817-18-19-20 and 21 (previous 
to using coal) and find the average expense for each 
to be $3,188.89. There will be in all 88 fires in 
operation during the ensuing winter, more than in 
any previous year. From my knowledge of the ad- 
vantage of using this coal in preference to wood or 
any other coal that I know, I cannot recommend it 
too warmly for general use, both in point of economy 
as well as in comfort and safety. I can also add that 
I never owned a share in the stock of the Lehigh 
Coal Company. 

“Respectfully thy friend, 
“Samuel Mason, Steward.” 


The steward of that day corresponds to the ad- 
ministrator of today and, like Caesar’s wife, he must 
be above suspicion, which his last sentence would 
indicate he fully realized. The “trade journal” had 
not come into its own in that day but the daily paper 
served as a vehicle to express opinions on an astonish- 
ing variety of subjects. Think of the great social 
implications of the situation—wood, the established 
means of heating, and all the organization needed 
to deliver it from the growing tree to the point of 
consumption, in the early stages of being superseded 
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by coal. The steward, as every alert administrator 
should be, was aware of the greater convenience and 
the decreased expense of the new method. I wonder 
whether he was equally alert to the changes it would 
bring in the number of patients and type of illnesses 
he would be called upon to take care of. 


Trustees and administrators of the smaller hos- 
pitals who have struggled through the last eight 
years may take new heart on realizing that some of 
the present day larger institutions have passed 
through experiences such as this, 


“PUBLIC SALE 


“On Saturday, the 24th inst. at lo o’clock in the 
forenoon, on the premises, situated between Spruce 
and Pine and 7 and 8th streets, in the city of Phila- 
delphia, 

“WILL BE SOLD, 


“A large quantity of hay now stacked, it being 
seized and taken for taxes for the year 1808, due 
and unpaid as the property of the Pennsylvania 
Hospital. 


“Also on the 27th inst., at lo o’clock in the fore- 
noon, on the following premises, situated between 
Pine and Lombard and Ninth streets and alley on 
the west side of aforesaid lot 10 milch cows. 


“Also at the same time on the following premises, 
situated between Pine and 8th streets, Blackberry 
and Blanchards alleys, will be sold one lot of hay and 
lot of grass as it now stands. 


“All the foregoing property being seized and 
taken for taxes for the year 1808 due, and unpaid as 
the property of the Pennsylvania Hospital, and to 
be sold by 

James Hudson and John Hufty, 


“June 19, 1809. Constables.” 


Perhaps in the recent past you have been con- 
cerned about “hospital care for what the patient can 
pay,” and today your attention is concentrated on 
“group hospitalization’”—does this suggest an early 
stage of these present day ideas? First, the charit- 
able institution asking the cost of service from 
patients who could pay it but leaving it to the patient 
to say whether he could pay; the next step, the en- 
deavor to furnish hospital care within the patient’s 
means according to pre-determined standards, and 
now the present idea, to make it possible for the 
patient to pay for his care while he is able and before 
he needs it. 


“New Castle, 28th September, 1763. 
“Gentlemen : 

“Your Favour of the 9th instant I received, and 
have sent you I hope a satisfactory Certificate of 
my Wife’s unhappy Condition from Some of the 
most reputable Neighbours in this Town. And I 
shou'd glady have accepted your Offer to receive her 
as a Pay Patient at Ten Shillings a Week, wou’d my 





Circumstances afford to give so much; But as my 
Income is not large, I will propose to your Board, as 
you have been so kind to give me that Liberty, the 
Sum of Six Shillings a Week; and if my Circum- 
stances shou’d hereafter grow better, & my unfor- 
tunate Wife’s Disorder continue, I will add to that 
Sum, over and above my hearty Acknowledgments 
to the Managers of the Pennsylvania Hospital for 
their kind Favours conferred on me. 

“T am Gentlemen, 

“Your most obliged 

& most humble Servant, 
Aeneas Ross.” 


This patient was the mother-in-law of Betsy Ross, 
of American flag fame. 


On Staff Regulations in a Colonial Hospital 


The harassed medical staff, struggling with the 
many demands upon their time, and resentful of the 
many regulations of various boards, may be amazed 
to find these rules which could be set down in the 
present day regulations without seeming out of 
place, 


“. .. No patient shall be permitted access to the 
Apothecarys shop. All medicines ordered for the 
patients, shall be delivered by the Junior apprentice 
to the nurses of the respective wards. Visitors and 
students who may attend the practice of the House, 
shall not be permitted to enter within the counter, 
and the shop door shall always be locked, unless one 
or more of the Apprentices shall be in that apart- 
ment. It is declared to be the especial duty of the 
Junior apprentice to fulfil this injunction. Wine, 
brandy, beer, and cider, and every other intoxicating 
liquor, including all the tinctures, shall be invariably 
placed under lock and key and a register of such of 
them as shall be given to the patients, shall be kept 
by the Senior Apprentice, in the books of prescrip- 
tion, in which shall be entered in a legible hand, day 
by day, the quantity of each and every of those 
liquors, delivered to the patients: nor shall any tinc- 
ture, or intoxicating liquor be given to the patients, 
unless by a special order of the attending Physician. 
The books of prescription shall be laid on the table 
of the attending Managers, by the Senior Apprentice 
every prescribing day. 


“The Junior Apprentices shall not prescribe for 
the patients; but in emergencies the Senior appren- 
tice may do so, temporarily; and in all such cases 
he shall forthwith enter his prescriptions in the pre- 
scribing book in order that they may undergo the 
inspection, revision and final judgment of the At- 
tending Physicians. . . .” (Rules and Regulations 
adopted by the Board 2d mo. 28th 1820.) 


This intern certificate written by Dr. Thomas 
Bond, the man who first visioned the hospital, will 
interest both staff and interns. 


“Amongst the Advantages arising from a Collec- 
tion of many Sick persons into one Place that of af- 
fording thereby an Opportunity to the Students in 
Physic & Surgery of being acquainted with the 
Nature of Symptoms & Diseases and being in- 


structed in the regular Method -of healing them by 
Physic Diet manual Operations etc is of great 
Importance to the Public for which Reason we the 
Managers & Physicians in Attendance of the Penn- 
sylvania Hospital think it our Duty to countenance 
and encourage young Men in the Prosecution of their 
Studies thru all in our Power and to give them 
such Credentials of their Conduct as we think they 
justly merit; In Consequence of our Resolution 


“This is to Certify that Son of 

West Jersey entred regularly as Pupil of the Penn- 
sylvania Hospital 1763 and continued his 
Attendance with Diligence & Application to 

1764 during which Time we hope & have reason 
to believe he has made considerable Progress in the 
Knowledge of Anatomy and the Practice of Physic 
& Surgery, therefore wishing Happiness and Suc- 
cess we give from under our Hands and the Seal 
of the Corporation This Testimonial of our Esteem 
& Approbation.” 


On Training the Nursing Staff 


Members of the nursing staff, concerned with the 
elevation of the standard of their education, will be 
interested in such items as, 


“Dr. Shippen, Jr., having been lately called to the 
assistance of a number of women in the country, in 
difficult labors, most of which was made so by the 
unskillful old women about them, the poor women 
having suffered extremely, and their innocent little 
ones being entirely destroyed, whose lives might have 
been easily saved by proper management, and being 
informed of several desperate cases in the different 
neighborhoods which had proved fatal to the mothers 
as to their infants, and were attended with the most 
painful circumstances too dismal to be related, he 
thought it his duty immediately to begin his intended 
courses in Midwifery, and has prepared a proper ap- 
paratus for that purpose, in order to instruct those 
women who have virtue enough to own their ignor- 
ance and apply for instructions, as well as those young 
gentlemen now engaged in the study of that useful 
and necessary branch of surgery, who are taking pains 
to qualify themselves to practice in different parts 
of the country with safety and advantage to their 
fellow citizens.” (Advertisement by Dr. William 
Shippen, Jr., a member of the hospital Medical Staff, 
in the Pennsylvania Gazette, January 1, 1765.) 


“Dr. Shober has offered to deliver two lectures a 
week to the nurses in the Library room after their 
labors cease, say about Eight o’clock in the evening. 
The Committee on nursing having considered the 
proposition, approve of the lectures being given & 
have thought it right to lay the subject before the 
Board for its consideration all of which is respect- 
fully submitted.” (Manager’s minutes 10 mo. 25th 
1886.) 


On Problems of Social Service 


Social Service workers sometimes wonder whether, 
after all, they are making progress. A comparison 
of the social customs evident in these two items with 
present day customs would indicate some progress 
at least, 
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“To the Managers of the Pennsylvania Hospital: 


“The Petition of Conrad Durr the Father of Mary 
Elizabeth Durr a Child about 13 years of Age a Con- 
valescent in your Hospital. 


“Give me leave Gentlemen to lay before you a 
true State of my Case To represent to you my deep 
Concern for my said Daughter and that I may en- 
deavour to move your goodness to gratify the nat- 
ural desire of a Father by restoring to him his darling 
Child which is now in a better Condition than when 
She was committed to your charitable Care. 


“T embarked on board the Ship Hero with my late 
dear Wife and four Children My said Wife and 
one Child died when we were in the mouth of the 
river Maase and my unhappy Daughter was at the 
moment of her parting with her dear Mother seised 
with so violent a grief as would not yield to any 
Comfort, her Mind was disturbed and she cried Day 
and Night etc. 


“In this Condition we arrived in the port of Phila- 
delphia. When Ralph Foster the Commander of the 
Ship told me she must be brought to the Hospital and 
that her Cure & Maintenance should not cost me 
a penny. In wich particular I never mistrusted the 
Captain As the general notion we entertain of Hos- 
pitals in Germany is that they are founded by public 
or private Benevolence for the relief of the poor 
unhappy sick and that never anything is charged to 
their Account Except in the Case of Rich Pensioners 
whose Relations sometimes agree with the Governors 
of such Hospitals for a better accommodation than 
common. I then settled with the Owners of the Ship 
All the Freight money for my poor Family was paid 
to them So that the Contract between the Owners of 
the Ship and me is entirely ended. I was bound a 
Servant for the Term of 3 years to Patten Esq. but 
I agreed with my Master that I would Serve him one 
Year longer in Case he would suffer a little Child of 
mine 3 years Old to live with his Family during the 
Term of my Servitude. 


“When I lately had an Account from Philadelphia 
that my Daughter in the Hospital was pretty well 
again I addressed my kind Master to give me leave 
to fetch my Child up to his House & he gave me 
leave that she might stay six Months at his House 
and I agreed with a Neighbour of my Master to 
Maintain her till I was free So having provided 
everything for the reception of my Daughter and flat- 
tering my self how soon I would have her near me 
and see her daily I came to the Philadelphia Hos- 
pital and was told that the Managers would deliver 
up the Girl to the Owners of the Ship who had as- 
sumed to pay for her cure & Accommodation and 
that these Merchants would sell her for the Charges 
of the Hospital. As I expect that the Captain will 
have forgot his Word he gave me when I gave up 
my Daughter to the Hospital, or put me off with an 
Equivocation that it will not cost me Money but that 
it must cost me my Daughter who is as dear to me as 
my own Life. As I expect no Mercy from the Mer- 
chants, who look upon poor Germans as upon other 
Merchandise, And as the obtaining of Justice against 
them if they should attempt to sell my Child against 
my will, is too expensive for a poor Stranger. All 
my hopes is in You Gentlemen who preside over the 
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Contributions of a Wealthy and charitable people in 
this and the neighbouring provinces. 


“And Your petitioner humbly prayeth that you 
will be pleased to forgive the Cost of Curing and 
Maintaining my poor Child and not to commit me to 
an argument with the Merchants in which they might 


‘git the better of me when I being a poor Servant 


myself may be unable to support my natural Right 
to my Daughter. 
“And your Petitioner shall ever pray, 


“Phila., March 23, 1765. Conrad J. Dorr.” 


If my predecessors have not been too thorough in 
the matter of discarding old records, I hope some 
day to find the record of the final decision in Mary 
Elizabeth’s case. 


“Steward is ordered to take Frances Hemlen to 
the Managers of the Almshouse in the freedom 
Cloathes we have given her, and to satisfy them that 
we have fulfilled the terms of our Indenture ; he may 
also inform them that She has performed her duty 
to the Satisfaction of this board.” (Manager’s 
minutes, 1 mo., 27, 1806.) 


How Patients Were Brought to the Hospital 


The driver of your motor ambulance, often one of 
the first contacts a patient has with your hospital, 
will be interested in this casual reference by Manager 
Thomas Wharton to the “ambulance” of 1768. 


“Admit Robert Swales a Sailor & poor patient 
into the Pennsilvania Hospital, having by a Fall 
broke his Ribbs one of his Legs and Otherways 
Much hurt. 

Novem. 24, 1768 
To Doct. Slade Tho. Wharton 


Let Arthur bring the Cart & some Hay in it” 


Some of us who have unpleasant memories of 
trips in rubber tired ambulances over modern city 
streets feel the deepest sympathy for this patient 
when we visualize “the Cart & some Hay in it” 
bumping the victim over the rutty roads from the 
water front to the hospital out in the country. 


On the Sequel of War 


Those who have lived through both the World 
War and its post-years will have a keen appreciation 
of the drama of these three letters, both from an 
individual and an institutional viewpoint, 


“To the Managers of the Pennsylvania Hospital. 
“Respected friends: 


“The bearer hereof, Ulrich Burkholder, is one of 
those Loan Office delinquents, whose debts were 
granted to the Pennsylvania Hospital, and as I be- 
lieve him to be a very honest Industrious man, (altho 
a residenter in the County of Cumberland). I take the 
liberty to advocate his cause, by stating a few of 
those facts, which may probably induce you to give 
him some time to discharge his debt. 


“He says, that he prepared himself with the whole 
money in that state currency which he received, in 





proper season to discharge it, but attending to the 
various oppinions and Advice of his neighbours, 
some alledging it would not be taken, and others that 
no persons were authorized to receive it, he was pre- 
vented from going to Philadelphia to pay it, untill 
too late, and the money now lies by him of no use. 
That not knowing when he should be call’d on, it so 
happened, that he had just prepared the materials 
and began to build a large Stone Gristmill on the 
mortgaged premises, when he was pressed by the 
Sheriff of the County for the money, that he pro- 
cured one hundred pounds, which he paid in part, and 
has now nearly compleated the Gristmill, which ex- 
penditures has rendered him unable to discharge the 
remainder of the debt immediately, Altho he has 
augmented the security which he is able to make, 
by the addition of the Grist Mill, on the Plantation 
consisting of two tracts and Acres with two 
pritty good Farmhouses Barns & Stables and a 
large commodious distillery thereon, That he is will- 
ing and desirous to settle the demand the state has 
against him, deducting the sum paid the Sheriff as 
P. his Receipt, To give the Managers of the Penn- 
sylvania Hospital his Bond for the Balance, secured 
by a Mortgage on his lands with the improvements 
thereon, the Interest whereof he says he will pay 
punctually as it becomes due, and thinks that in 
three years he shall be enabled to pay off the princi- 
ple, should it be then wanted. 
At” 


The foregoing letter (1793) and the one following 
(1800) occur in the correspondence arising from the 
collection of debts due to the Loan Office of the 
Commonwealth of Pennsylvania, a number of these 
debts (moneys due on the purchase of state lands) 
having been granted to the hospital in 1773. By the 
terms of the grant the hospital was to collect all debts, 
turn part of the proceeds over to the Commonwealth 
and retain part. 


“Mahoning, July the 13th, 1800 
“My Dear Sir: 

“A few lines bearing your signature and Directed 
to Genl. Wm. Montgomery, have been handed me, 
the Contents of which has given such Heartfelt un- 
easiness as I never before experienced once only 
excepted, which was, when I was bereft of an Af- 
fectionate Husband, the only support of a Small 
family, and He, barbarously Butchered in my sight, 
by the Iron hand of a ruthless, savage, Bloody, 
Indian Monster—Oh! my Dr Sir unacquainted as 
we are, can you be the immediate Author of such in- 
expressible distress in once more scattering a family 
which I have so long Combated fortune to support 
and keep them together ; Yet still still I have reason 
to be very thankful, for the Patience and forbear- 
ance, exercised toward me, and [ bless God, who 
put the same in the Hearts of those, in whose hands 
the business in time past was: be Assured Sir it was 
not owing to a Want of an earnest desire to dis- 
charge the debt that it lay so long, but chiefly to a 
Change of times which has taken place these 3 Years 
past, and the scarcity of Cash, which numbers of 
Citizens have wofully experienced as well as Your 
humble servant, I had laid out ways and means to 
discharge the sum due, but, to have Money now a 


days in the hand of Another is nothing to the pur- 
posers the truth is, those indebted to me, on whom [ 
most depended have failed. Suing in this County, 
is incompetent to the hard task of raising money, 
there are no purchasers at public, or private sales, 
owing to the scarcity of Cash, and business of a 
Public nature of this kind serves no other end, than 
to put money (if any at all is to be had) into the 
Pockets of Lawyers, whilst the Creditor is no way 
benefited thereby. The only way to get a little money 
now is to raise, and sell wheat, or flour, for which 
purpose, my family have been industrious last Year, 
and we have a promising appearance this harvest, 
Bless’d be God, Now my Dr Sir should you but Yield 
to this last request which is to give time to us to put 
in our seed and thresh out our Wheat, but as we can’t 
promise any Crop next Year should we seed early, 
on acct. of the Hessian fly, seeding will not be ended 
till towards the end of October, immediately after 
which, you may expect a Remittance by my own hand 
if God spare me life—this will require only 3 Months’ 
forbearance, added to the two Months Mentioned in 
Yours of the 17th of June last. should you my Dr 
Sir be so kind as to comply with the same; I trust 
I shall have it in my power at that time to convince 
you by actions, more than Words, my punctuality in 
payment, as well as the sincere Gratitude and esteem 
of my Dr. Sir. 
Your already Obliged and very humble 

Servant Jane Curry 
Cadwr. Evans No. 23 
Chestnut Street, Philada. 
due on the within Mortgage 

Robert Correy—Acres 105, due July, 1800, £95.” 


“Philad. 2 mo., 13, 1815 
“Samuel Coates, 
“Dear friend: 

“Thy favour of the 11th is at hand. I have writ- 
ten to thee twice, since thy departure for Harris- 
burg—The first Letter I directed to thee at Yosts 
Tavern & the last, containing the list of poor patients, 
to the care of Benjn. R. Morgan Esq. 

“It is gratifying to hear of your continued pros- 
pect of Success—but much as I have desired that 
event, its importance is nothing in comparison of the 
great & heart cheering intelligence which has just 
reached us from Europe—and on which I must be 
permitted to offer thyself & companions my un- 
feigned gratulations—Peace, Oh delightful Guest— 
Sent by a gracious God in mercy, to stay the further 
effusion of blood & to Save this nation. For it 
is my firm belief that a continuation of the war must 
have ended in our political dissolution. The condi- 
tions have of course not transpired, but they are said 
to be favourable. 

“The Southern Mail brings us the intelligence of 
the retreat of the British from N. Orleans. 

“Amy has seen thy Letter. She proposes writing 
by this Mail. 

Very respectfully 
thine, 
Thos. P. Cope.” 


Do you remember the long, exhausting days of 
the World War when, short-handed, you worked 
under high pressure for long hours and tried to keep 
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your mind off your own personal interest in some- 
body on the firing line, and then came the news of 
the Armistice to snap your barely-maintained calm! 
—a community of interest bridges the years between 
us and manager Thomas Cope. We share his poig- 
nant feeling and together look ahead into the next 
century. Who will our hospital successors be at 
that time? Shall we have passed on to them better 
ways of caring for physical life; better ways of 
developing mental and spiritual life? 


Duty on a Work of Art Is Remitted by an Act of 
Congress 


These who are interested in history from an im- 
personal standpoint, will react to a manuscript bear- 
ing such names as these, 


“An Act to remit the duty on a Painting presented 
to the Pennsylvania Hospital 


“Be it enacted, by the Senate and House of Rep- 
resentatives of the United States of America, in 
Congress assembled, That the duty secured to the 
United States on a Painting lately presented by Ben- 
jamin West, President of the Royal Academy, Lon- 
don, to the Pennsylvania Hospital, be, and the same 
is hereby, remitted. 

H. Clay, 

Speaker of the House of Representatives 
John Gaillard, 

President of the Senate pro tempore 


“January 14, 1818. 
“Approved, 
James Monroe. 

“I do hereby certify that the foregoing is a true 
copy of ‘An Act to remit the duty on a Painting pre- 
sented to the Pennsylvania Hospital,’ which Act was 
approved on the 14th of January, 1818, and the 
original whereof remains deposited in the office of 
the Department of State. 


“Given under my hand and the Seal of my office, 
this twenty-first day of January, in the year of 
our Lord One Thousand Eight Hundred and 
Eighteen, and of the Independence of the United 
States the forty-second. 

John Quincey Adams, 
Secretary of State.” 


(SEAL) 
The Spirit of the Hospital 


And finally, all your personnel can read with in- 
terest, Benjamin Franklin’s order addressed to the 
matron, Elizabeth Gardner, 


“Tune 4, 1753 
“Sister Elizabeth, 

“Please to receive the Bearer into the Hospital, 
& entertain him there till the Physicians have con- 
sidered his Case. 

Your Friend & Servt., 
B. Franklin.” 


It breathes the true spirit of the healing institution 
engaged in “the saving and restoring useful and 
laborious Members to a Community.” (preamble to 
Charter). If that spirit is well developed through- 
out your organization, it will merit the reward 
“Discharg’d Mary Fane, being cur’d return’d thanks 
heartily.” (Minutes 1 mo, 4th, 1758.) 


One way of creating that spirit is to see that all 
members of the organization are familiar with such 
human incidents of your institution’s past, that they 
understand their hospital is a part of the develop- 
ment of the entire community and has its own special 
part and responsibility in that development, which 
may be for the good or the detriment of the whole, 
and of each individual who forms a part of that 
whole. 








Midyear Conference of State, Provincial, 
and Regional Officers 

On February 15 and 16 the American Hospital 
Association will hold its annual Mid-year Conference 
on legislative and other association matters of equal 
importance. This conference is the one meeting of 
the year devoted exclusively to this purpose. The 
1936 conference was attended by representatives of 
over twenty-eight state and provincial associations, 
whose keen interest was evidenced throughout the 
day. 

There are now or about to be in session the Con- 
gress of the United States, the Parliament of the 
Dominion of Canada, and over thirty-four state and 
provincial assemblies. Legislation of intense inter- 
est to hospitals has already been introduced in many 
of these. Hospitals must coordinate their efforts 
in order to obtain fair consideration in legislation. 

In view of this legislative activity and other topics 
to be considered, this year’s conference will be of 
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greater importance than that of 1936, and it is hoped 

that every sectional hospital association will be as 

fully represented as possible. The schedule of meet- 
ings is as follows: 

Luncheon—Secretaries of State, Provincial, and 
Regional Hospital Associations—Monday, 
February 15, 1937, 12:00 Noon, Room 11, 
Palmer House, Chicago. 

Dinner—Board of Trustees of the American Hos- 
pital Association to the Presidents, Secre- 
taries, and Chairmen of Legislative Com- 
mittees of State, Provincial, and Regional 
Hospital Associations— Monday, February 
15, 1937, 7:00 p. m., Room 8, Palmer House, 
Chicago. 

Conference—Presidents, Secretaries, and Chair- 
men of Legislative Committees of State, 
Provincial, and Regional Hospital Associ- 
ations—Tuesday, February 16, 1937, 9:00 
a.m., Room 8, Palmer House, Chicago. 





How Standards in a Social Service 
Department Affect the Practice 
of Clinical Medicine 


SAMUEL S. BERGER, M.D. 
Chief, Medical Department, Mt. Sinai Hospital, Cleveland, Ohio 


ae IN THE HUMAN BEING is never 
isolated from the social, environment, and mental 
factors of those afflicted. All these must be taken 
into account and acted upon if the patient is to be 
understood and treated successfully. Medical social 
service aims to bring to the physician pertinent in- 
formation relative to these various factors so that 
the patient may be understood more completely, and 
thus his extra-medical problems, which vitally in- 
fluence his physical condition and raise obstacles to 
his successful treatment, may be dealt with properly. 


The medical social worker becomes then the 
medium through whom this most necessary informa- 
tion is obtained and in cooperation with her, plans 
are formulated whereby these difficulties can be coped 
with successfully. Social agencies must be contacted 
and their aid enlisted. This is the function of the 
medical social worker. Equally important is the re- 
adjustment of the mental attitude of the patient 
toward his illness, toward his environment (which in 
most instances, must be rearranged entirely through 
the efforts of the worker) and toward society as a 
whole. In fact, his entire mode of life, of thinking, 
his attitude toward all the problems which enmesh 
him must first be clearly and comprehensively under- 
stood both by the physician and social worker, who 
in turn, must evaluate them to the patient and his 
family. 


General Aptitude Plus Professional Qualifications 
Needed by Medical Social Worker 


In order to be capable of effective work, the medi- 
cal social worker must have first a natural inclina- 
tion and capacity for this type of service. This must 
be developed and adequate training given in order 
that this aptitude be used effectively. It is needless 
to emphasize the fact that it is practical experience 
which more and more enhances the value of the 
service of the medical social worker. 


Up to relatively recent times, physicians for the 
most part were concerned chiefly with the etiology, 
diagnosis, and treatment of disease. The study of 
disease overshadowed all else. The individual was 
relegated to the background—only too frequently 
considered very little or not at all. We have become 


aroused and awakened to the idea that the patient 
himself and not only his disease is an important factor 
and that if our endeavors in his behalf are to be as 
fully effective as is possible, he must receive para- 
mount consideration. 


In the hospital and in the clinic, informa- 
tion is brought to us daily by the medical social 
worker relative to the patient who has been the un- 
fortunate victim of the vicissitudes of life. Although 
frequently these tribulations are the primary cause 
of his incapacity, these unfortunate conditions have 
been masked by symptoms of functional disorders, 
simulating disease in any one or many of the organs. 
Information relative to the above conditions or any 
other conditions is gathered by the medical social 
worker after she has gained the confidence of the 
patient and his family. 


The family are made to realize that the medical 
social worker is the liaison officer between the physi- 
cian and the social agencies through whom help is 
possible. Patience, tact, and an understanding, 
sympathetic attitude are paramount, in order that the 
necessary confidence be engendered, so that a whole- 
hearted and intelligent cooperation may be received, 
and even the most personal, most guarded informa- 
tion readily obtained. 


I wish to emphasize the importance of making the 
patient a willing participant in the planning of the 
scheme of amelioration of his own problem. The 
patient is no longer coerced into doing that which is 
best for him, nor is he dogmatically the recipient of 
an ultimatum. Present-day methods of social service 
permit him to intelligently cooperate with the worker 
in solving his own problem. The patient must not 
only understand his condition sufficiently to appre- 
ciate the reason for the plan of treatment, but he 
must also understand and accept his limitations. This 
is particularly true of the more chronic diseases such 
as heart disease, tuberculosis, diabetes, etc., and also 
where psychiatric problems are involved. 


A medical social worker equipped with psychiatric 
training is best prepared to render the most complete 
service. While the field embracing psychiatry is 
considered a special field, I believe every medical 
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social worker should be trained along these lines. 
The usefulness and degree of service capable of 
being rendered is dependent not only upon the at- 
tributes of tact, understanding, patience, but also 
upon adequate training in sociology, psychiatry, and 
an understanding of the pertinent problems in medi- 
cine, so that the social worker may be competent to 
correlate and analyze her findings, and thus be able 
to furnish the physician with a complete social 
diagnosis. 


The Social Service Department Must Be an 
Integral Part of the Hospital 


The function of the medical social worker can and 
must be coordinated into the scheme of the hospital 
and out-patient department for the practice of in- 
ternal medicine. Through her efforts, we have been 
able not only to reach a better understanding of the 
patients and their problems and consequently treat 
them more effectively, but we can also more expedi- 
tiously bring about their discharge in early con- 
valescence, and make proper arrangements for 
further observation and care in the home. All of 
this is arranged by the worker, thus saving hospital 
beds for the more acutely ill, making the turnover 
in the hospital greater, and cutting down the com- 
munity expense per capita cost. In many instances, 
such as in the case of a cardiac patient, for example, 
where the capacity of the patient has been diminished 
fifty per cent, through the efforts of the social worker, 
part-time employment may be obtained, thereby im- 
proving the mental attitude of the patient, his eco- 
nomic status, or establishing at least a measure of 
independence. 


In order that the medical social worker may have 
a full and complete knowledge of the patient’s ill- 
ness and the medical problems involved, it is deemed 
advisable that she attend general medical ward rounds 
and out-patient clinical conferences, so that she may 
have as comprehensive an understanding as possible 
of the patient’s cenditions and the recommendations 
for treatment, and then, work out with the attending 
physician, the best plans for social adjustment. 


Social History Is Important in Case Record 


I have found by experience that the information 
gathered and brought to me by the social worker, 
relative to the patient’s social history (which em- 
braces his inheritance, development, behavior, educa- 
tion, recreations, companions, traits of personality, 
etc.) and information relative to his economic status 
is of the utmost value in formulating a final diag- 
nosis. It not infrequently influences a prognosis and 
invariably guides to the best ultimate disposition of 
the situation. The social information is a part of the 
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record. Re-admissions, case study, and teaching are 
best served by accurate and well-kept records. 


Mt. Sinai Hospital of Cleveland is very mindful 
of the benefits of medical social service. At its very 
inception, this institution had social service a part of 
the scheme of organization. This department has 
developed and kept pace with the other departments 
of medicine, under the guidance of Miss Malvina 
Friedman, who has been at its head since its incep- 
tion. We have become so dependent upon the social 
service department and keenly appreciative of the 
useful service rendered by it that I feel it to be an 
indispensable part of our hospital. 


The mere fact that patients are obliged to be ad- 
mitted to the wards and the out-patient department 
seems to me prima facie evidence of their need of 
medical social service. The economic stress of recent 
times has undoubtedly multiplied the numbers and 
intensified their needs, so that it is hard to conceive 
that any well-organized hospital could adequately 
cope with its problems without a social service de- 
partment. It is really not so much the need for its 
establishment, which must be taken for granted, but 
the method of preparation and training of social 
workers, and the method of organization of depart- 
ments that merit discussion, 


Most hospital and dispensary physicians have 
come to realize that an elaborate diagnosis and care- 
fully-laid plans for medical treatment are, only too 
frequently, insufficient for accomplishing the desired 
end; not only the pathological, but the social, eco- 
nomic, and environmental factors must receive at- 
tention. This can be best accomplished through the 
medium of a medical social worker, through whose 
efforts these forces so necessary for rehabilitation 
are brought into action. Dr. Richard Cabot 
pointed this out almost thirty years ago and through 
his efforts, the first organized social service depart- 
ment was established. You are all familiar with the 
tremendous growth and inestimable good accom- 
plished for the underprivileged, so that, today, no 
modern hospital worthy of the name can successfully 
function without an organized social service depart- 
ment. 


There can be no longer any question of the neces- 
sity of teaching medical students the importance of 
the social implications of disease. This must be de- 
veloped further in the hospital and in the clinic 
through the cooperation and the integration of the 


- medical and social service activities. : 


I am hopeful that in the future there will be an 
increasingly greater awareness on the part of physi- 
cians, administrators, and boards of trustees of hos- 
pitals of the importance of well-coordinated and effi- 
cient medical social practice. 





The Rotunda of Dublin 


N. A. WILHELM, M.D. 


First Assistant Superintendent, Peter Bent Brigham Hospital, Boston 


O. A RECENT TRIP abroad, I arranged to 
visit two old and famous hospitals—the Rotunda in 
Dublin, Ireland, and the Royal Infirmary of Edin- 
burgh, Scotland. The names of these institutions 
are familiar to a!l interested in hospital work, and 
a brief description of them may be of interest. This 
paper will be restricted to the Rotunda. In a later 
issue of HOSPITALS, the Royal Infirmary will 
be described. For years, American physicians pre- 
paring for the specialty of obstetrics have studied at 
the Rotunda, and it is probably a safe thing to say 
that all obstetricians feel it adds a polish to their 
training to spend a few days there. 


History of the Rotunda 


Early in 1745, a young physician by the name 
of Bartholomew Mosse, returning from extensive 
travels, opened a small house in George’s Lane, the 
first Lying-In hospital in the Kingdom. In one year, 
two hundred women had been admitted and deliv- 
ered. The work was entirely charity work, and 
young Mosse collected funds from his friends and 
the charitable citizens of Dublin. Encouraged, he 
acquired a large plot of ground where he proposed 
to build a hospital capable of housing one hundred 
and fifty patients. Richard Castle, one of the out- 





standing architects of that period, and a friend of 
Mosse, contributed his services and designed the 
building. To raise money, a pleasure garden was 
laid out after the manner of Vauxhall Gardens in 
London and from the profit of this, Mosse hoped 
to support the hospital. Indeed, that idea still exists, 
for today the visitor sees a large semi-circular wing 
to the right of the hospital which functions as a 
cinema theatre, the proceeds going to the hospital. 

Mosse had a difficult time of it. The Gardens 
yielded a fair income but the provision of enter- 
tainment in them proved to be a source of much 
trouble. On the day the cornerstone was laid, there 
was an indebtedness of 20,000 pounds, and he did 
not have more than 500 pounds. He was arrested 
for debt, harassed by his creditors and accused by 
his colleagues of wanting to build a palace for him- 
self rather than a hospital for the poor. Yet his 
confidence carried him on. He appealed to the 
Irish House of Commons who finally came to his 
aid and on December 2, 1756, the Hospital Charter 
received the sanction of His Majesty King George 
II. This gave official recognition to his work. A 
Board of Governors was nominated, Mosse was 
appointed Master of the Hospital for his life, and 
it was enacted that after his death, no person should 
hold the office for more than seven years. The 
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1—This Neat Arrangement Facilitates Speedy 
Examination of Patients 


Charter further stated that ‘all students in Physic, 
Surgeons, and all such others, whether men or 
women, as intend to practice midwifery and _ shall 
be approved by the said Master, sha!l and may have 
full liberty to attend to said hospital and be in- 
structed under the said Master and his two as- 


sistants.”” 


Only for a short time, however, was Mosse per- 
mitted to preside over his new hospital. Early in 
1759, he was taken ill and soon died. Though the 
first Master was dead, his spirit lived on and much 
of the success of the twenty-five Masters who have 
succeeded him has been due to the wise provisions 


he laid down. 








2—Tke Examination Cubicles 
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The Rotunda Today 


From time to time, additions have been made to 
the hospital, but the building as originally designed 
by Castle has been kept intact. This original build- 
ing is rectangular in shape, three stories high and 
in the center is a tall cupola. The lobby is a ro- 
tunda with the living quarters of the Master lead- 
ing off to the right, and that of the assistant to the 
left. The woodwork and hardware furnishings are 
massive as was the custom of that day. A large 
addition was made for a dispensary and having out- 
grown this, a new one has just been completed with 
many new features. In this wing, everything has 
been done in the modernistic manner from the type 
of lighting to the chrome tubular chairs. Photo- 


3—One of the Waiting Rooms 


graph No. 1 shows the neat arrangement in facili- 
tating the speedy examination of patients. Both 
patients enter from the hall by separate doors and 
are assured privacy by the partition and curtains. 
While the first patient is being examined, the second 
prepares for examination in her compartment, which 
has bathrobe, slippers and a mirror, and is ready 
the moment the other patient leaves the examining 
couch. By the time the first patient has dressed 
and left, a third patient has been admitted to the 
compartment and immediately prepares for her ex- 
amination. The student physicians are assembled 
at each couch (Photo No. 2) where an instructor 
carries on. The rack on top of the couch cares for 
the patient’s record and in each examining booth is 
a blackboard. Facing all the booths is a desk at 


which sits the Sister in Charge. 


The waiting rooms (Photo No. 3) are large and 
most pleasantly lighted by natural light. A thought- 
ful addition consists of a small room from which 





tea and crackers are served to the mothers for two 
pence. There is a walled-in court adjoining the 
waiting room with but one gate, where the children 
who have accompanied the visiting patients are kept. 
This has proven to be a most welcome and impor- 
tant consideration of the patients, for the mothers 
can see directly from their waiting room into the 
court and are at complete ease because their chil- 
dren cannot get out, the gate being locked and 
opened only by the Sister. Two sides of this court 
(Photo No. 4) have a five foot roof under which 
are kept the perambulators. The Sister in Charge 
seemed more delighted over this court for the chil- 
dren than over her entire new building for, as she 
expressed it, it has been a perfect boon to the 
mothers and hospital alike. 


A new item designed by one of the physicians is 
the porcelain bowl for collecting fresh specimens 
of urine (Photo No. 5). The height and general 








4—Two Sides of the Court Have a Five-foot Roof Under 
Which Are Kept the Perambulators 


outline of this bowl is like the common porcelain 
toilet. The urine, though, passes directly through 
the bottom of the bowl into a stainless steel con- 
tainer which is then poured into the clean specimen 
bottle for the laboratory. The bowl is then flushed 
clean for the next patient. This has solved a most 
difficult problem, for previously mothers would 
bring old specimens despite instructions, or fresh 
specimens in dirty containers. 


The oxygen tank carrier (Photo No. 6) seemed 
to have special merit because of the short distance 
the tank had to be lifted from the floor to the 
carriage. 


The Master 


The administrative set-up is particularly interest- 
ing because the Master is in complete charge of both 
the clinical and administrative work. Although 
there are two assistants, he personally supervises 
and is responsible to the Board of Governors for 





5—The Porcelain Bowl for Collecting Fresh Specimens 
of Urine 


all departments. There is a Secretary to the Board 
who has the more active control of the administra- 
tive departments, but, unlike the Secretary in Eng- 
lish hospitals, he is not the equivalent of an Amer- 
ican superintendent. One of the objects of the 
Founder was the systematic training of mid-wives 
and, under the Master, this has always held a fore- 
most place in the hospital curriculum. During the 
last year (1936), 72 nurses entered for post-grad- 
uate training in this specialty. In addition, there 
were 350 physicians from all over the world taking 
their advanced work in this field. 


Finances 
There are no private rooms in the Rotunda, and 
hence no income to be derived from this source. 


6—The Oxygen Tent Carrier 
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Patients are expected to contribute towards their 
expense, and a full paying patient is charged two 
guineas (roughly $11.00) weekly. The total ex- 
penses last year (1936) were in round figures $75,000 
of which patients contributed $25,000, the balance 
being made up from many sources. All American 
administrators are curious about the famous Irish 
Sweepstakes, and it was rather satisfying to learn 
that the hospitals actually do receive the money 
raised by this annual event. 


Although some members of the profession are 


opposed to this procedure on moral grounds, the 
majority are satisfied, because without it the hospital 
simply could not exist. Most of the wealthy fam- 
ilies have left Ireland to take up their residence in 
England, and thus this support has disappeared. A 
problem has arisen as a result of the Sweepstakes 
which is familiar to many an American administra- 
tor, namely, the Allocating Committee which is be- 
ginning to make suggestions on how the hospital 
should be managed. However, if one disregards 
any moral angle, there is no question that the Sweep- 
stakes have saved the Irish voluntary hospitals. 








Eleventh Annual Report of the Hospital 
Section of the Duke Endowment 


Under the terms of the Trust Indenture, the Duke 
Endowment makes contributions to hospitals in 
North and South Carolina that meet certain require- 
ments. One of these requirements is a standard form 
for the reporting of financial and operating statistics. 
While ratio of hospital beds to population in these 
states is only about one-half that for the nation as 
a whole, the fact that the statistics from these hos- 
pitals are on a comparable basis gives them unusual 
value for the study of trends in hospitalization. 


In the period 1924 to 1935 the number of beds 
has increased 47 per cent as compared to an increase 
of 16 per cent in the population. The percentage of 
population hospitalized increased from 2.4 per cent 
to 3.7 per cent, bed occupancy from 50.5 per cent to 
58.5 per cent and the average days’ stay decreased 
from 10.3 to 9.7. The ratio of free patients, in non- 
profit hospitals, increased from 32 per cent to 34 
per cent and free patients stayed an average of 13 
days as compared to 7.0 days for pay patients. 


An interesting feature is the consistently higher 
occupancy rate the larger the total bed capacity of 
the hospital, from 39.4 per cent for hospitals of 25 
beds or less to 67.8 per cent for those of 100 beds 
or more. There is no such consistent relation 
between the average number of days’ stay and the 
size of the hospital. 

Obstetrical cases accounted for a large part of the 
increase in occupancy. In 1925 about 5 per cent of 
all babies born in the two states were born in hos- 
pitals while in 1935, this figure increased to 11 per 
cent. This compares to 35 per cent for the nation 
as a whole. 

In the 11 years of its operation the Hospital Sec- 
tion has contributed $6,778,699.95 for the care of 
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free patients in 147 hospitals in the Carolinas and 
$2,311,541.72 to 60 hospitals for construction equip- 
ment and purchase of hospitals. 

In 1925 75.2 per cent of total operating receipts 
were from patients, 22.2 per cent from contributions 
and 2.6 per cent from invested funds. Comparable 
figures for 1935 were 64.5 per cent, 33.8 per cent and 
1.7 per cent. 

Of the contributed funds in 1925, 79 per cent were 
from public funds, 12 per cent from churches and 
9 per cent from miscellaneous sources. In 1935 
public funds furnished 33 per cent, the Duke En- 
dowment 41 per cent, churches 5 per cent, and mis- 
cellaneous sources 21. cents. The contributions 
from charitable organizations such as community 
chest, Red Cross, etc., have increased nine fold since 
1925. It is probable that the contribution of $1.00 
per day for the care of free patients has been a major 
factor in stimulating this increase in the contributions 
of the local charitable organizations. 

One of the major accomplishments of the Endow- 
ment is its influence on the financial management of 
hospitals resulting from its standardizing of reports. 
In 1925 boards of managers and trustees did not 
know what costs in other hospitals were and there- 
fore were unable to make comparison. In 1935 the 
average per patient per day cost in the 40 assisted 
hospitals was $3.86 as compared to $5.01 for seven 
county and municipal hospitals. By 1935 the cost in 
these seven hospitals had been reduced to $3.14. This 
reduction was largely a result of increased utilization 
of beds, occupancy having increased from 44 per cent 
in 1925 to 64 per cent in 1935. Other factors are 
increased efficiency of management, improved build- 
ings and equipment and possibly some reduction in 
cost of salaries and supplies. 





The Pathological Conference at 
St. Mary's Hospital 


SISTER M. PATRICIA, O.S.B., B.S., F.A.C.H.A. 


Superintendent, St. Mary’s Hospital, Duluth, Minnesota 


S. Mary’s Hospirat, Duluth, has been 
asked on occasion to give a statement relative to the 
Clinico-Pathological Conferences which have been 
held over a period of fifteen years on Friday morn- 
ings from 8:00 to 9:00 a.m. It has been possible on 
several occasions to demonstrate this conference to 
visiting groups of doctors, and to one notable re- 
gional meeting of the American College of Physi- 
cians, when the late Dr. Stewart of New York was 
president of that body. Dr. M. T. MacEachern, the 
able representative of the American College of Sur- 
geons, has been in attendance on at least three oc- 
casions, and has been very kindly in his public expres- 
sions relative to the type and character of these 


sessions. 


The Scope of the Conferences 

The Conferences began soon after Dr. George L. 
Berdez became pathologist at the hospital, and have 
been conducted by Dr. E. L. Tuohy, whe at that time 
was chief of staff, and has since retained the staff 
appointment of “Head of Laboratories.” From time 
to time the scope of the Conference has been enlarged 
to include more and more clinical laboratory data, in 
addition to the autopsy findings; the x-ray de- 
partments and all other departments have been called 
on freely, and all have cooperated to the fullest 
extent. 


The Role of the Interns 


From the beginning an attempt has been made to 
establish the position of the interns. The routine 
is to take up about four cases at each session; an 
intern familiar with the details of the case is as- 
signed to give a short summary, but to withhold the 
full diagnosis where it is possible to do so, for the 
customary offering by the group attending of its own 
diagnostic impressions. It has usually been possible 
to stimulate a lively discussion. Most of the interns 
have responded very well to this opportunity, and 
have gained a good deal of valuable experience in 
case presentations, ability to speak fluently before 
the group, and in having sufficient preparation of 
their material and the case records to answer theoreti- 
cal as well as practical questions pertaining to the 
material under discussion. Not infrequently the 
matter becomes so reminiscent of deeper problems 


that a more complete discussion must be postponed ; 
and such opening up of interesting findings has heen 
the basis of going to the current literature or to the 
various reference libraries for a broader presenta- 
tion. Thus has grown up the policy of encouraging 
the interns to develop theses. These are presented 
at the monthly staff meetings of the hospital. In 
like manner, other members of the staff have been 
encouraged to do like work and to go back to the 
record room for the usual profitable and timely work- 
ing up of the accumulating data, so that the best of 
all graduate opportunities are grasped and used. It 
has been commented upon many times that we have 
arrived at a point of development in case charting 
and recording where the material accumulating must 
yield to the medical profession and to its literature 
its valuable contents. 


Method of Presenting Material 


The method of presenting the material has under- 
gone changes from time to time, dependent upon ac- 
quiring of procedure which best accommodates itself 
to our local needs and capacities. Punctuality more 
than formality is stressed ; a lively discussion is pre- 
ferred over and above a meticulous exhibition of 
technical equipment. The assistant pathologist has 
found a niche both profitable for himself and for the 
staff. He drafts the program for the meeting a few 
days ahead and delegates to the interns and to the 
attending physicians their assignments. The attend- 
ing physicians are notified ahead of time, and they 
are rarely absent when their cases come up. The 
assistant pathologist also prepares the specimens and 
presents them in an orderly and labeled sequence. 
A gelatin preparation, fixed in formaldehyde, is 
made of any gross specimen of unusual interest. 
Whenever indicated, microscopic demonstrations are 
also set up. 


The Roentgenologist 


Although all the hospital departments are urged to 
take part in the Conference, the roentgenologist, Dr. 
J. R. McNutt, brings in all possible roentgenograms 
pertaining to the cases under discussion. While 
he usually leads the discussion, everyone is urged to 
take part; since roentgenology has come to take 
such an important place in medicine, and its interpre- 
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tation become so. vital, it is more than essential that 
the staff and the interns have the opportunity to see 
this great diagnostic and therapeutic agency merged 
into their daily work, rather than expropriated and 
segregated to a position of isolation where confusion 
may abound. 

It has been Dr. Tuohy’s custom to give a short 


summary at the end of the discussion ; and the secre- 
tary of the staff catalogues for later reference a short 
elaborated transcript of the program and discussion. 
This material has accumulated to a degree where 
reference to it proves a mine of valuable material 
whenever any program or regional medical meeting 
is searching for interesting offerings. 








The Exemption of Hospitals Under 
the Social Security Act 


In establishing a status for exemption from the 
provisions of the Social Security Act, several hos- 
pitals have been requested to furnish specific in- 
formation upon which their claims for exemption 
are based. This matter was referred to the Com- 
missioner of Internal Revenue of the Treasury De- 
partment, with the request for a statement of policy 
in connection with the request to some of the charita- 
ble institutions to furnish the required information. 


We are quoting the ruling of the Deputy Commis- 
sioner of Internal Revenue, dated January 11, for 
the information of hospitals receiving the Treasury 
Department’s request for information : 


TREASURY DEPARTMENT 
WASHINGTON 
MT:SS:R January 11, 1937 
American Hospital Association, 
18 East Division Street, 
Chicago, Illinois. 


Attention: Mr. A. E. Hardgrove, 
Assistant Secretary. 
Sirs: 

“Reference is made to your letter dated December 
24, 1936, relative to Bureau letter dated December 
21, 1936, in which you were advised that Bureau 
letter dated October 2, 1936, and the telegram dated 
October 6, 1936, were modified to the extent that 
an organization which has been held by the Bureau 
to be exempt from income taxation under the pro- 
visions of Section 101(6) of the Revenue Act of 
1936, or under the corresponding provisions of a 
prior revenue act, is not required to make a request 
for a ruling either as to its status under Section 
811(b) (8) of the Social Security Act for the pur- 
pose of exemption from the taxes imposed by Title 
VIII, or as to its status under Section 907(c) (7) for 
the purpose of exemption from the tax imposed by 
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Title IX, provided that such organization has not, 
subsequent to the date such exemption was granted 
from income taxation, changed its character, pur- 
poses, or method of operation. Yeu were further 
advised that an organization which has established an 
exempt status under either Section 811(b)(8) or 
907(c) (7) of the Social Security Act is not required 
to request a ruling as to its status under the other 
section. 


“It is stated in your letter dated December 24, 
1936, that several hospitals who consider that they 
have already been exempted from income taxation 
and who have applied for a specific ruling relative 
to their exemption under Title IX of the Act, have 
been requested to file articles of incorporation and 
other supporting data in connection with their status 
as a charitable organization under that title. Advice 
is requested as to the necessity for filing such data, 
in view of the above-mentioned rulings. 


“You are advised that the records of the Bureau 
disclose that a large number of hospitals which have 
requested a ruling as to their exemption under Sec- 
tions 811(b)(8) and 907(c)(7) of the Act, from 
the taxes imposed, respectively, under Titles VIII 
and IX thereof, have not previously obtained from 
the Bureau an exemption from income taxation under 
the provisions of Section 101(6) of the Revenue Act 
of 1936, or under the corresponding provisions of a 
prior revenue act. Accordingly, in order that a 
ruling may be made relative to the exempt status of 
such organizations under Titles VIII and IX, it is 
necessary that detailed information be submitted 
relative to the character, purposes, and method of 
operation of the organizations. 


Respectfully, 


1D. S. Bliss, 
Deputy Commissioner.” 
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' The Future of Staff Organization in the 
Voluntary Hospital | 


A. J. HOCKETT, M.D. 


Superintendent, Touro Infirmary, New Orleans 


7 HE SUBJECT OF STAFF ORGANIZATION espe- 
cially as applied to the voluntary hospital is one 
which we approach with some fear and trepidation. 
If we look backward even a quarter of a century, we 
find the problems of staff organization and manage- 
ment much simpler. The rapid development of the 
medical and surgical specialties and the increasing 
number of physicians and surgeons requesting hos- 
pital connections have, in many instances, so com- 
plicated our present staff structure as to make it un- 
wieldy and unjust. 


Because of the fact that staff organization is based 
primarily upon precedents established under condi- 
tions entirely at variance with those now existing, it 
behooves us to examine our set-up and inquire as to 
whether it is satisfactory and applicable to the mod- 
ern hospital. Any studied and far reaching analysis 
is difficult to make because no standard nomenclature 
has been established. While standardization and 
simplification have been carried on in all other de- 
partments, the question of staff policies has remained 
the “holier than thou” and “untouchable” problem 
beyond the realm of consideration and discussion 
except in the corner drug store and over the bridge 
table—methods seldom leading to unbiased considera- 
tion or constructive advance. 


The House Medical Officer in the “Nineties” 


The voluntary hospital of the nineties usually was 
under the direction of a house officer or medical 
director who was a commanding figure in his own 
community and the lord of all he surveyed in the 
hospital. His morning rounds were accompanied by 
a ritual and pageantry which included interns, nurses, 
assistants and orderlies. No one questioned his right 
to give orders or his almost inherent right to au- 
thority and respect. As medical school production 
increased and more and more men sought hospital 
experience, the free clinics were gradually developed 
and through them more men were enabled to obtain 
broader clinical background. Naturally enough, hos- 
pital boards sought ways and means of giving recog- 
nition to those men whose loyalty and devotion to 
the hospital was apparent. Various titles were 
gradually evolved usually containing the words con- 
sulting, visiting, or associate which were used at first 


mostly as “kudos” because of diligent effort and 
loyalty to the hospital in which they were used. More 
and more titles were added and to rationalize staff 
administration separate departments were set up 
under chiefs who, as a rule, were outstanding men of 
considerable local or even national reputation and 
who had all the rights and prerogatives of the former 
“house officer” with the exception that these rights 
were restricted to their own departments. Junior 
and clinic titles were beginning to be used and the 
usual staff organization as it exists today gradually 
began to take shape. It seemed that the ideal situa- 
tion had been reached with a closely organized, highly 
efficient staff who could, through their committees 
and sub-committees, be of great value within the hos- 
pital both in an administrative and executive and 
advisory capacity. 


Present-day Staff Organization 


This system with local modifications has now been 
largely used for the past three decades. Its value 
and contribution to the growth and development of 
hospitals can hardly be over-estimated. And yet the 
progress and growth of a nation has brought about 
changes which in many cases render the system 
cumbersome, difficult, and unjust. We see today the 
gradual disappearance of the great figures in medi- 
cine and surgery. At least when viewed through 
the perspective of the hospital’s community, they 
are rare indeed. We still see them on a national 
scale but they do not comprise a large number in 
the staff of any single hospital. Their place has been 
taken by large numbers of well trained men graduated 
from improved and highly efficient medical schools 
and trained in hospitals with facilities for teaching 
and research which was undreamed of a very few 
years ago. We believe this fact is a tribute to the 
medical and hospital profession and to those persons 
who have played such a large part in bringing about 
this situation. At the same time we believe it rep- 
resents the basic reason for the too frequent criticism 
of staff management in most of our voluntary hos- 
pitals. Bickering and unpleasant meetings of boards 
of trustees, sleepless nights for hospital administra- 
tors, and the hue and cry of “politics” from the staff 
are the inevitable result. 
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Seniority in Advancement to Staff Positions 


These are a few of the problems that are arising 
more and more frequently today. The resignation 
of Dr. X, Chief of the Department of Y, has been 
duly accepted by the Board. Drs. A, B, C, and D are 
the eligible seniors for the position. The Board has 
accepted the usually conceded basis that actual 
seniority should be given due consideration but that 
loyalty, service in the free clinics, technical ability, 
community and national standing, and personality 
should also be weighed in the balance and that the 
future of the hospital should be of primary 
importance. 


A conference committee (a strictly neutral com- 
mittee is most difficult to find) or the superintendent 
or both are asked to act in an advisory capacity to 
the Board. After taking all of the above into con- 
sideration, they are asked (in effect) to rate Dr. A 
at one hundred per cent, Dr. B at, say ninety-eight 
per cent, Dr. C at ninety-five per cent and Dr. D at 
eighty-five per cent. They are asked further to con- 
sider any other men from the courtesy staff or other 
positions who might be even more desirable from 
the standpoint of the hospital. And then a lay Board 
of from ten to forty members is asked to disregard 
all personal opinions and sentiment and arrive at a 
happy solution for the hospital and for the profes- 
sion. To Board members, committee members, and 
to administrators who have had to face this situation, 
the writer extends his-sympathy! The fallibility of 
the human mind and its subconscious recognition of 
personal emotions in itself is sufficient to preclude the 
success of this procedure. 


Departmental Promotions 


Another difficulty which arises is the matter of 
departmental promotions. These promotions under 
the usual systems afte entirely in the hands of the 
chiefs of service. To a very large extent, promo- 
tions have been granted on the basis of service and 
ability. Nevertheless, with the growth of the staff 
in numbers, worthy and deserving members are often 
overlooked while office associates and personal 
friends are being rapidly pushed forward. The hos- 
pital administration and other department heads are 
powerless to intervene and the hospital and the in- 
dividual are the only sufferers. In addition to the 
professional injustice which is seen here, an enlight- 
ened public has come to make this question one of 
medical economics to some degree. Any physician 
who has served on a hospital staff for fifteen to 
twenty years in a subordinate or junior position 
well knows that staff appointments and classification 
are matters of some interest to the general public. 


Where lies the solution? It is with real humility 











and some timidity that the writer suggests rather 
basic changes as being necessary and desirable. The 
details must be considered in the light of local con- 
ditions. Nevertheless, the following considerations 
might be accepted as a starting point: 


1. Medical problems should be in the hands of the 
medical profession. 


bo 


. Departmental problems. should be settled by de- 
partmental members. 


3. General medical problems which arise should be 
considered by an unbiased committee from the 
profession. Members of this committee should 
be selected from those men not engaged in actual 
departmental affairs, if possible. 


4. Staff organization should be basically a democracy 
rather than a dictatorship. 


st 


. The right of appeal to the Trustees should be 
preserved as a check on possible injustices. 


The Retirement Age 


In what way can these changes be brought about ? 


‘The establishment of a retirement age for men on 


active duty will provide men of mature years and 
experience to act as a general advisory or conference 
committee on technical inter-departmental problems. 
Such a retirement age should be early enough as to 
quite obviously carry none of the inferences of lack 
of usefulness. It should be perfectly apparent that 
retired members are not relegated to Americana but 
are being retained in an active day to day advisory 
and consultant capacity. 


Abolition of all departmental chiefs opens the door 
for a more democratic departmental administration. 
All active senior members should take part in deci- 
sions of problems arising and meetings should be 









held on a definite schedule. Promotions should be 
recommended by this committee as a whole and not 
placed in the hands of a single individual. The hos- 
pital administrator must represent the hospital in an 
ex-officio capacity in each department. 

The difficult responsibility of selecting department 
heads from the hospital staff would be abolished. The 
necessity for using staff positions as a means to in- 
creasing income from private practice would no 
longer exist. Young men would be able to look for- 
ward with assurance to the time when they would 
be able to take an active interest in departmental 
affairs. Older men would not feel that others were 
usurping positions that were rightfully theirs. The 


hospital would be possessed of a mechanism flexible 
enough to allow for expansion to whatever lengths 
the members of the profession might decide were 
just and reasonable considering the amount of work 
to be done. 

Finally, the impending organization of specialty 
boards under the auspices of the hospital and medical 
associations will further simplify the matter of ap- 
pointments and promotions. When the hospital in- 
sists upon Board registration as a prerequisite to 
active senior standing, a long step forward will have 
been taken. We shall then be able to separate the 
wheat from the chaff on our staffs and build with 
confidence and assurance for the future. 








Educating the Public in Hospital Service 


BRYCE L. TWITTY 
Superintendent, Baylor University Hospital, Dallas 


R veces [ RECEIVED from one of our 


prominent sociologists a new meaning for the word 
“criticism.” His explanation was that one who criti- 
cizes others does so “as a defense reaction for his 
own failure of doing that which he knows he ought 
to do.” This can be modified in many directions and 
particularly can we say that one who criticizes others, 
either people or institutions, uses this method as a 
scape-goat, or a way out for his own shortcomings. 
Criticism generally comes from lack of information, 
lack of understanding, or from lack of desire to do 
as we know we should do. 

It seems that the first reason, that is, lack of in- 
formation, is generally conceded to be the greatest 
cause of criticism. Those who criticize institutions 
and individuals generally do so because of lack of 
information about those institutions or individuals. 
I believe that the best way to be informed about the 


great humanitarian work that is being done is through. 


our hospital magazine. Our hospitals will work in 
greater harmony to our cooperative program and will 
have greater harmony within themselves if every 
department head in the hospital reads our monthly 
magazine. lor this reason it gives me great pleasure 


as one of the enthusiastic supporters of our HOS-: 


PITALS to commend it to every department head 
in every hospital in the country. 

In addition to reading HOSPITALS within the 
hospital it would be well to place our magazine on 
the mailing list of our hospital trustees and other 
public officials, philanthropists, and worth while citi- 
zens. It may not be too far-fetched to place HOS- 
PITALS for sale on the news stands throughout the 


nation. While it is true that many of the articles 
will be shop talk and to some extent scientific and 
may naturally not be interesting to the general public, 
there are thousands of passers-by who would be 
intensely interested in hospital cost, hospital man- 
agement, and hospital personnel. 

In addition to supporting the circulation of our 
Association’s Journal, I want to urge our fellow 
superintendents that through our buying departments 
we remember with our patronage the firms who ad- 
vertise in the Journal. Those commercial houses 
who sell to hospitals and spend their advertising 
budgets in the Association’s Journal can get great 
satisfaction in the thought that the profits, when and 
as they materialize, will go to the furtherance of the 
cause of hospitals everywhere and to the direct ad- 
vantage to society as a whole. 

One of the weaknesses of our hospital set-up 1s 
lack of adequate and intelligent publicity and public 
relations for the benefit of our institutions. Too 
long we have stood silent and watched our wealthy 
people build football stadiums, race tracks, fountains, 
statues, and other material things while our neighbors 
were dying for lack of attention, which could have 
been had with a small amount of the money thrown 
into these various amusements and works of art. 
After all the most beautiful and the most sacred 
thing in life is life itself. Hospitals are healing in- 
stitutions built to serve human beings and should be 
supported with good will, kindly thoughts, and the 
pocket books of the public. If we are to.secure this 
support we must let the public know what we are 
doing. 
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Central Diet Tray Service in a Hospital 
of 100 Beds 


ADELINE M. HUGHES, R.N., M.A.C.H.A. 


Superintendent, Jewish Hospital, Louisville, Kentucky 


O N THE FIRST DAY OF APRIL, 1903, articles 


of incorporation for the Jewish Hospital Association, 
Louisville, Kentucky, were filed in the office of the 
Secretary of State. An addition was added in 1908 
and in the year 1929 the hospital was completely re- 
modeled and re-equipped. A new wing was added 
and a new floor, the nurses’ home was also con- 
siderably enlarged, and new kitchens were added. 


At this time considerable attention was given to 
the question of food, both to the preparation of food, 
and food service. The kitchens were equipped with 
the latest electrical and mechanical devices for the 
preparation, cooking and refrigeration of food. 


A Kosher kitchen was added, completely equipped 
with special dishes, silver, and cooking utensils, and 
a Kosher cook was provided, in order that the patients 
and others who wished to observe the dietary laws 
might be able to do so. ° 


When the hospital was remodeled, the diet kitchens 
on the floors were discontinued, and a central tray 
service was installed. 

The Central Tray Service 

Central Tray Service is a system where the indi- 
vidual patient’s trays are completely prepared and 
made ready for distribution and collection under the 
constant supervision of the dietitian and her as- 
sistants, and the success of the service depends upon 
the help and co-operation of all the department, and 
the speed in which trays are served. Many hos- 
pitals have remodeled their kitchens and replaced 
floor service with central tray service, and in the 
Jewish Hospital, we have found it to be both prac- 
tical and economical. 


We have one large main kitchen, tile floors which 
are easily washed, terrazzo floors, and plenty of 
electric connections. The kitchen is well lighted; 
there are plenty of windows and exhausts for the 
removal of cooking odors, and ventilation. 


The Kitchen Equipment 
The equipment consists of the following: 

One large gas range with 10 burners, and two ovens; 
a toaster and grill are connected. This range is 
used for roasting and grilling meats, toasting 
bread, stewing, and frying 
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One gas pastry oven of 4 compartments used for 
baked potatoes, hot rolls, biscuits, and pastry 

Four food carts, specially built of heavy metal on 
large ball bearing castors, easily moved, with 
closely fitting doors which keep the cold air out 

One large vegetable steamer 

One large steam kettle for soup 

One large steam kettle for cereal 

One Hobart vegetable peeler 

One Hobart mixer for mixing dough, making 
mayonnaise, mashing potatoes, etc. 

Three large storage refrigerators of different tem- 
peratures : 
One for meat and eggs 
One for milk and dairy products 
One for fruit and vegetables 

One twenty (20) gallon ice cream freezer which 
keeps the hospital supplied with ice cream and 
sherbet at all times, and serves the whole house 
for Sunday and Wednesday dinner 

One salad ice bath 

One fifteen (15) gallon coffee urn 

One Crescent dish washer, racks, and trays 

One bain-marie 

One large electric squeezer 

One electric “Mix Master” for ice cream drinks 

One pot and pan rack 

Seven sinks (3 utility) 

Two metal linen closets 

One meat block and several other work tables 

One pancake grill 

One four (4) burner hot plate 

One cafeteria counter equipped with steam heated 
trays, cover for milk, ice tea, and soft drinks; ice 
cream refrigerator and coffee urns, shelves for 
china and silverware 


The Kosher kitchen is also completely equipped 
and is close to the main kitchen. 


The main dining room is separated from the 
kitchens by the cafeteria. The service elevator is 
also close by, separated by a small passage. 


How the System Works 


To better understand the central tray service in 
our hospital, we should see how the system works 
during the entire day. 





Food slips are prepared by the floor supervisor or 
their assistants, and sent down to the dietitian’s office 
the first thing each morning. These slips have the 
patients name, room number, type of diet he is to 
receive for that day, and also the liquid nourish- 
ment, thus the dietitian knows each patient’s diet 
before visiting him. 


Breakfast is served at 8:00 a.m., dinner at 12:00 
noon, and supper at 5:00 p.m. Special requests for 
meals to be served later are granted, but the patients 
seem satisfied with the time the meals are served and 
we do not often have such requests. 


Immediately after breakfast has been served, the 
dietitian and her assistant visit the patients, each 
patient is visited every day, including the ward 
patients. The menu for the day is submitted to the 
patient, selection is made for dinner, supper, and 
breakfast for the next day. Substitute dishes are 
allowed, also preferences in liquid nourishment, 
which are given to the dietitian at this time. 


The visit of the dietitian to the patient each day 
seems to be a very good arrangement and can be 
easily managed in a small hospital. Help can be 
given in the selection of food, and with any irregular 
food habits the patient might have. The personal 
contact means so much to a patient, he becomes an in- 
dividual with likes and dislikes, instead of just a 
number on a diet slip. 


When the morning rounds have been completed, 
the diet slips are returned to the diet kitchen, the 
dietitian then visits the superintendent with whom 
the menus are discussed, food price changes noted, 
and any complaints reported, a copy of the menus 
are left in the superintendent’s office. The dietitian 
then returns to the dietary department. Special 
foods are listed, salads and desserts inspected, and 
the general cooking and work of the kitchen super- 
vised. 


We use the “hot plate” for hot dishes at the Jew- 
ish Hospital. The metal reservoir is filled with hot 
water by the kitchen maid, and a three section china 
plate placed on top with a metal cover; this keeps 
the food very hot, both during serving,-and while 
the patient is eating. 


Preparing and Serving the Trays 


The dietitian has the list of diets before her, and 
with the help of her assistants places the food on the 
hot plates, the student nurse takes the hot plate, 
covers it, and places it on the tray. The bread, toast, 
hot rolls, or whatever the patient desires, is wrapped 
in a napkin, and placed on the tray. The maid places 
the salad and dessert on the trays, using the special 
list prepared by the dietitian. Milk, cream, and hot 


water for tea are placed on top of the cart, also the 
butter pats, which are on ice. A large “thermos” of 
coffee is also placed on top of the cart. 


A porter takes the cart to the floor, where the 
student nurses, and floor supervisor are waiting to 
receive it. The nurses, or whoever is serving the 
trays fill the individual coffee pots with coffee or tea, 
and put the milk and cream on the tray, it is then 
taken to the patient’s room. 


One cart is used for each floor. 


The assistant dietitian or supervisor of the floor 
double checks the tray before it is taken to the 
patient’s room to avoid confusion, and insure quicker 
service, also to correct any mistakes, and to see that 
the patient is satisfied. 


The length of time it takes each individual tray 
from the time the food is placed on the cart until it 
reaches the patient is most important. This means 
the food must travel the shortest way, and over the 
‘quickest route, so that the hot food is served piping 
hot, and the cold dishes, icy cold. This means that 
the nurses and attendants must be ready to receive 
the carts and serve the trays, and the patients must 
be prepared and ready for the trays when they 
actually arrive. 

. By the time the trays from the first cart have been 
carried to the patients’ rooms, another cart has been 
served and ready for the porter to take to the next 
floor. One floor can be served in approximately ten 
minutes. 


The advantages of Central Tray Service are: 
. Greater efficiency—time and money saved. 


. Noise of scraping, stacking, and washing dishes 
on floor eliminated. 


. Odors of food eliminated from the floor. 

. Dishes sterilized and trays checked by dietitian 
or assistant who is familiar with the patients and 
know their likes and dislikes. 

. Food complaints are reported directly to the 
dietitian who hears the complaint first and can 
make adjustments. 

. Equipment is better taken care of, less breakage, 
and a closer supervision is possible. 

. Better control of food, and less waste. The food 
is more easily regulated according to the number 
of patients served. 

. One serving center instead of floor kitchens 
eliminates confusion during serving hours. 

. Guest trays served to visitors can be more easily 
accounted for and charged. 

. The dietitian has a closer contact with her em- 
ployees which makes its possible for her to watch 
their work and superintend the kitchen better. 

. Fewer number of employees are required. 
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The following is approximately the number of 
persons employed in the Jewish Hospital Dietary 
Department : 


PI ic ieedaae >. Tier Messe cat 1 
Assistant dietitian.... 1 Cafeteria maid....... 1 
Chet GGGNE: .. 0.5.25. 1 Kitchen porter....... 1 
Dish washer......... 1 Kosher cook......... 1 
Assistant cook....... 1 Kosher kitchen maid.. 1 
Dining room boy..... 1 Student nurses 


The maids from the floors help prepare the vege- 
tables and additional help is engaged when necessary. 


The following menu is a sample of the meals 
served for the day, which includes the dining room: 


Menus 








BREAKFAST 

General Light Soft 
Grapefruit Grapefruit juice Grapefruit juice 
Malt O’Meal Malt O’Meal Malt O’Meal 
Dry cereal Bacon Poached egg 
Bacon Toast Toast 
Toast Coffee Coffee 
Coffee 

DINNER 

General Light Soft 
Soup Soup Strained soup 
Roast veal Roast chicken, Mashed potatoes 
Sweet Potatoes dressing Pea puree 
Peas Mashed potatoes Sherbet 
Fruit salad Peas 
Jelly roll Fruit salad 

Jeliy roll 
SUPPER 

General Light Soft 

Breaded sweet Breaded sweet Cream of tomato 
breads breads soup 

Baked potatoes Baked potatoes Baked potatoes 
Asparagus Asparagus Asparagus 
Plums Plums Plums 
Per capita cost for 1936—Per meal ................. $0.18 
Per capita cost for 1936—Per day ....06:.0...c2s008 5 





Per capita cost for 1936—Per meal with overhead... .22 
Per capita cost for 1936—Per day, with overhead .... .68 

On Christmas and other holidays, special tray deco- 
rations are used. Birthdays are recognized by a card 
and a birthday cake. 

Guest tray slips are used. Guests may have full 
tray, or sandwiches, soup, salads, and desserts, or 
anything else they prefer. A charge is made for the 
trays which are served in patient’s room. 


The medical staff are served a dinner every month 
except July and August preceding the staff meeting. 
An average of about seventy-five per cent attend, 
and the average cost per meal is about twenty-seven 
cents. 


Purchasing Food Supplies 

The hospital maintains its own truck, and three 
times a week the assistant dietitian goes to the mar- 
ket to purchase fresh vegetables and other foods 
which can be bought cheaper than through the whole- 
sale house. She can also see what she is buying. 
Special fruits and vegetables are served without extra 
charge if requested. 

Ward patients food is the same as private room 
patients. 


Nurses’ Meals— 
Breakfast served from 6:45 a. m. to 7:30 a. m. 
Dinner—12:30 p. m. to 1:30 p. m. 
Supper— 5:30 p. m. to 6:15 p. m. 


The meal for the night nurses is practically the 
same as the noon meal. The night porter washes the 
dishes and cleans the dining room. The nurses pre- 
pare their own meal, with the exception of the roast 
which is prepared during the day. 


All of our help are colored and it may be interest- 
ing to know that our cook has been with us twenty 
years. 








Fifteen New York Hospitals in Danger 
of Darkness 


According to information gathered by the De- 
partment of Hospitals, fifteen of the sixty-one mu- 
nicipally subsidized voluntary hospitals of the City 
of New York engaged in emergency work lack the 
means to cope with such an emergency as several 
Newark hospitals faced recently when the gen- 
erating plant on which Newark depends for its 
lighting, suddenly ceased to function. Identical risks 
were run by a number of municipal hospitals until 
last year, when Dr. S. S. Goldwater, Commissioner 
of Hospitals, obtained from the Board of Estimate 
and Apportionment an appropriation to provide 
portable emergency equipment for operating rooms 
‘throughout the Department of Hospitals. 
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Dr. Goldwater said that efforts would be made 
to persuade every private hospital which receives 
City patients to provide an emergency lighting re- 
serve, sufficient at least to keep emergency operating 
rooms and treatment rooms lighted at all times. 

In some of the hospitals which produce their own 
electric current, emergencies are guarded against by 
a public utility breakdown service contract ; in others, 
small independent emergency generators are in- 
stalled. A third method is to provide a portable stor- 
age battery system; this is the least expensive, but 
is a method that requires frequent inspection and 
periodic renewal. The engineering division of the 
Department of Hospitals is now investigating the 
practicability of a new type of emergency generator 
that requires for its operation nothing but running 
water at thirty-five pounds pressure. 









Patients Leaving the Hospital 
LAKE JOHNSON, R.N., F.A.C.H.A. 


Superintendent, Good Samaritan Hospital, Lexington, Kentucky 


N o activity of the administrative side of the 
hospital offers a better opportunity for friendliness 
and creates more good feeling than does the proper 
and courteous dismissal of a patient. Since hospitals 
must be widespread and not centralized, I know of no 
better way to maintain good will than to assure the 
patient of your interest when he leaves the hospital. 
Your best press agent is your patients, their families, 
and friends. Be it in a large city or a small town, 
they must be made to feel that they are individuals in 
whom the entire personnel of the hospital is in- 
terested, 

Much has been said about admission of patients, 
and we admit that this is the key to the hospital. 
However, many of our patients are admitted through 
the emergency room and are so ill then they do not 
observe many of the details or the surroundings. 
They just can’t absorb much that is going on about 
them at that time. 


[verything is different when patients have been in 
the hospital for days or weeks and are on the road 
to recovery. They become curious and want to know 
about the different departments. They ask questions. 


’ 


“Where is the operating room?” “What does it 
look like to a fellow when he is not stretched out on 
the table ?” 


“\Vho is that woman who came in here and stuck 
my finger for a drop of blood?” 


“Where do your nurses live, and what do all of 
those people in the administrative office find to do?” 


The patients have become interested in the sur- 
roundings, or they may have become embittered with 
their surroundings. All of this may be due to mis- 
understanding or minor irritations of some kind. 
Here is where the well-organized staff can help 
create better understanding just by a little time spent 
with the patient before he leaves the hospital. This 
situation, like the collecting of bills, is one that should 
be attended to before the patient leaves. When he 
goes home or out of the hospital, he may forget the 
fine services rendered, and think he, too, is forgotten. 


“Speeding the Parting Guest” 


There are three rules that will assist you in your 
efforts to assure the patients they will not be for- 
gotten, that the hospital is for the patients, that the 
patient comes first, and that you have the same in- 


terest when the patient leaves the hospital that you 
had when he was admitted. 


First, have your night supervisor make note of all 
patients whom she thinks might be leaving the hos- 
pital the following day. The night clerk can call 
each department before finishing the report at 6 a. m. 
and ask if any patient will be leaving that department 
that day. When you read the night report you have 
a chance to make note of all the patients to be dis- 
charged. After the doctors make their rounds, have 
the floor supervisors or whoever is in charge report 
promptly all the patients who are to go home. The 
bill clerk has time to make out the bills, including 
the charges for extra service, such as long distance 
telephone calls, etc. 


Second, see that the secretary takes advantage of 
her opportunity to call some one of the hospital staff 
to go to the room or ward in which the patient has 
been dismissed and make a social visit. Let the 
personnel be selected with such care and assurance 
of their dignity that they will be able to contact the 
patients in a tactful and courteous manner. Ask the 
patient, in a friendly way, if he would like to visit 
any department of the hospital. Tell him something 
about the hospital. Ask questions about the patient 
himself, and say that you hope his stay has been a 
pleasant one. 


The Value of Filing the Patient's 
Case Record Explained 


Explain what the patient’s chart means to him and 
the hospital history including x-rays, laboratory find- 
ings, basal metabolism, cardiograms, the diagnosis. 
etc. Tell him that all of these things are placed in 
folders upon his dismissal and are filed for safe-keep- 
ing; that the files contain identification and complete 
medical data of all the patients. All this may prove 
to be of great value some day. Tell him also that 
there is another file kept in the business office, with 
the name, date when the patient was admitted and 
dismissed, and information to help the hospital keep 
up with the patients and to assist the doctors in event 
the patients visit the hospital or doctor’s office later. 
A note is made of illness and accidents which are 
heard of after the patient leaves the hospital. This 
also helps the doctor to keep informed about the 
patients. It is one way to show the patients they are 
not forgotten when they leave. 
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Printed Matter Concerning the Hospital 
Interesting to the Patient 

This visit offers a good opportunity to hand the 
patient your printed matter including advertising in- 
formation about your hospital, concerning your ex- 
penses, equipment, number of employees, number of 
rooms in the hospital, etc. Let him leave with the 
knowledge of what the hospital has to offer in the 
way of service and equipment. 

When the patient is preparing to leave, it would be 
an excellent touch for an intern to visit the room and 
offer a word or two of professional advice about how 
the patient should take care of himself, or possibly 
about what further medical attention his physician 
would advise. 

Have the hostess or whoever makes the final visit 
ask for a forwarding address. This address some- 
times helps to arrange satisfactorily the patient's ac- 
count, if you are being embarrassed in collecting it 
before the patient leaves. See the floor maid and 
have her get to the room in time to help with the 
packing and the flowers. Ask if the patient would 
like to see the dietitian to have her make a copy of 
his diet, if he has been on a strict diet while in the 
hospital. This gives the dietitian an opportunity to 
explain about the special diet, which is always a help 
to the doctors as well as to the patient. 

Another goed idea is to ask the patient if he will 
need a pillow or a blanket to help make the trip more 
comfortable. Explain that he can mail the package 
back, or that if he can return it in person you can 
see how well he is getting along. It apparently never 
occurs to most patients that they would be welcome 
visitors at the hospital. 


Tact and Courtesy Used in Arrangements 
for Unpaid Bills 
The third point is not to let the financial depart- 
ment interfere with your courtesy when the patient 
is leaving the hospital. Don’t wait until the clerk 
with the bill goes to the room to make the social 


visit to the patient. Remember that both charity 
and pay patients can scatter words of good feeling 
and acts of kindness when they leave the hospital. 

The so-called business office must act in a double 
role. It is responsible for proper admittances and 
must also be responsible for the patients when they 
are dismissed, This office must see that they are 
treated courteously, especially in the collection of 
patients’ accounts. 

Sometimes it is necessary to notify the doctor of 
his patient’s financial affairs, and about unpaid bills. 
The patient can then be dismissed as soon as pos- 
sible through the cooperation of the doctor. It is 
best to visit these patients and ask if you can help 
them in any way, loaning any of the equipment they 
may need, from a package of surgical dressings to 
a drinking tube. If these are never returned, this 
will not bankrupt the hospital. However, my ex- 
perience shows they either will be returned or in 
most cases paid for. Also, the patient will usually 
return each month and make a payment on his bill. 
All these little things create a kindly feeling toward 
the hospital and please the doctors. 

After the patient has been home a week or so, 
send one of your hospital printed cards asking 
about him, and reassuring him of your interest. 
Let him know he is not forgotten and that you 
would like to be of service to him at any time. 

Patieats were sent to our hospitals from 365 
towns or post office addresses last year. They came 
from every sort of social environment. The patients 
and accompanying relatives or friends receive their 
last impression of the hospital and its personnel 
through the manner in which they are escorted to 
their car or ambulance. 

They appreciate a friendly goodbye. They no- 
tice how the nurse who accompanies them looks 
after their comfort, how the elevator boy: helps 
them out. All of this courteous attention is remem- 
bered long after the patient leaves the hospital. 








The Chicago Hospital Council Celebrates 
Its First Anniversary 


Charles H. Schweppe, president of the Board of 
Trustees of St. Luke’s Hospital, Chicago, and presi- 
dent of the Chicago Hospital Council, gave a dinner 
to five hundred guests including members of boards 
of trustees of the hospitals in the metropolitan area 
of Chicago, members of hospital staffs, and superin- 
tendents ef the institutions, on Tuesday evening, Jan- 
uary 12. The Gold Room at the Congress Hotel was 
filled to capacity. Mr. Schweppe announced the pro- 
gram and policies of the Council, and its objective to 
the assembled group. 


The host announced the establishment of the Hos- 
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pital Service Corporation in Chicago. He described 
it as the outstanding achievement of the Council 
during its first year of existence. 

The guest speakers at the dinner were Dr. R. C. 
Buerki, past president of the American Hospital 
Association, Homer Wickenden, director of. the 
United Hospital Fund, New York City, and Frank 
Van Dyk, executive director of the Associated Hos- 
pital Service of New York, New York City. 

In appreciation of Mr. Schweppe’s work in or- 
ganizing the Chicago Hospital Council, and launch- 
ing the Hospital Service Corporation, Taylor Strawn, 
president of the Hospital Service Corporation, pre- 
sented him with a gold membership card of the Hos- 
pital Service Corporation. 





Four Hundred Years’ Service to Humanity 


cl HE HOsPITALLER ORDER OF ST. JOHN 
oF Gop is one of the oldest of the Catholic Orders 
which have dedicated their lives and service to the 
care of the sick. This year the Order will celebrate 
the fourth centenary of its foundation. 


Brother Mathias of the Hospital Notre-Dame de 
la Merci, Montreal, furnished the following interest- 
ing history of the Hospitaller Order of St. John of 
God: 


A Lay-Brotherhood Devoted to the Care of Sick 
and Poor, the Hospitaller Order of Saint-John 
of God 


The Hospitaller Order of St. John of God was 
founded by St. John of God in the sixteenth century. 
Moved by a desire to serve God and expiate the sins 
of his past life, the Saint opened a small hospital for 
the poor in the town of Granada in Spain. His holy 
life soon drew him companions eager to share with 
him in the noble work of caring for the sick. 


The seed which St. John of God had sown in 
Granada rapidly fructified, and less than fifty years 
after his death, his order had spread throughout 
Europe and into America and Asia. By the seven- 
teenth century, there were seventy hospitals belong- 
ing to the Order in Italy alone. All these hospitals 
were entirely staffed by brothers, and in many cases, 
the physicians, surgeons, and chemists were members 
of the Order. Some of the hospitals had medical 
schools attached to them where the brothers taught 
anatomy, physiology, and medicine. 


In 1571, Pope Pius V authorized the institute 
under the rule of St. Augustine, and allowed the 
brothers to wear the scapular as the special badge 
of the Congregation. Successive Pontiffs confirmed 
the Congregation, and Pope Paul V approved its 
constitutions, and raised it to the rank of a Religious 
Order. 


Essentially Lay 


As a result of subsequent political and religious 
upheavals, many of their hospitals were taken from 
the brothers and placed in the hands of seculars. 
Through the mercy of God, the Order did not suc- 
cumb to the attacks of the enemies of religion, and 
at the present day, it counts about 2500 members and 
possesses some 136 hospitals and institutions for the 
poor. 


The Order is essentially lay in its nature. By a 
special privilege however, a certain number of its 


members may receive Holy Orders in order to fulfill 
the sacred ministry in its hospitals. 


The end of the Order is twofold: 


. The santification of its members by the observ- 
ance of the three vows of Poverty, Chastity, and 
Obedience, to which is added a special vow of 
Hospitality, or lifelong devotion to the service of 
the sick or the poor. 


. The care and assistance, both spiritual and cor- 
poral, of the sick or the poor of any condition, 
religion, or nationality. 


The Constitutions of the Order lay down the prac- 
tice of a real religious life. Morning and night 
prayers, the recital of the little office of the B. V. M.., 
the examination of conscience, meditation, the visit 
to the Blessed Sacrament, the Rosary, and spiritual 
reading are all held in common. 


Besides these daily spiritual exercises, a confer- 
ence on the religious life is given to the brothers 
once a week, and the Chapter of Faults is held every 
Saturday. The Constitutions also prescribe an annual 
retreat of not less than eight days. 


Admission to the novitiate is preceded by a 
postulantship of three months. “The novice pro- 
nounces simple vows at the end of twelve months, 
but is subject to the rule of the novitiate for a 
further year. After three years simple profession, 
he can pronounce solemn vows if he has attained 
the age of 24. 


Friends of the Abandoned 


As the Order is lay, the superiors are chosen from 
among the brothers. The priests of the Order may 
only exercise the office of superior with a special 
dispensation, 


The particular work which the Church has in- 
trusted to the Order is the care of the poor and the 
sick. In the pursuit of its mission of charity, the 
Order seeks to assist every class of suffering and 
destitute humanity, but particularly the most abject 
and most abandoned. Thus the brothers conduct 
general hospitals, sanatoria, nursing houses, hospices 
for old people or for the incurable, homes for crip- 
pled or blind children, mental hospitals, mental de- 
fective or epileptic colonies, orphanages, working 
boys’ hospitals, night shelters, etc. 


The Provinces of the Order are as follows: 
Italy, France, Poland, Austria, Silesia, Syria, Hun- 
gary, Czechoslovakia, Jugoslavia, Bavaria, Spain, 
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South America, Portugal, England, and Ireland. 
Houses also in Mexico and Canada. All are gov- 
erned by a Prior General who resides in Rome. 

At present the Order possesses six different insti- 
tutions in Montreal, viz: 

Hospital Notre Dame de la Merci, 667 Boulevard 
Gouin, West, where 450 patients are cared for, and 
in which is situated the Novitiate of the Order for 
America, and also a Medical School for the 
brothers, which is affiliated to the University of 
Montreal 

Hospice, 459 St. Paul, East 

A Night Shelter at 419 East Notre Dame Street 

A Refuge for poor homeless and transients during 
the day 


St. John’s Home for Crippled Boys 
Technical School for epileptic adults 


The work of the brothers varies in different in- 
stitutions. In a hospital, the majority will be em- 
ployed in nursing the sick. In a mental defective 
colony, they may teach various trades. In an orphan- 
age, they may have the care of children while in 
working day hospitals they may spend the day seek- 
ing employment for boys. But beside these particu- 
lar kinds of work, there is certain employment that 
is common to all institutions. Thus, there is always 
a great need for cooks, farmers, gardeners, carpen- 
ters, boot makers, brick layers, bookkeepers, besides 
those who are called upon to perform the more hum- 
ble domestic duties. 








The Julius Rosenwald Fund Establishes a 
Grant for Medical Economic Studies 


The Julius Rosenwald Fund has made a grant 
of $165,000 over a five-year period, to the Com- 
mittee on Research in Medical Economics, it was 
announced yesterday by Edwin R. Embree, presi- 
dent of the Fund. This Committee has recently been 
incorporated in New York, with Michael M. Davis 
as chairman, the other members being Robert E. 
Chaddock, Professor of Statistics, Columbia Uni- 
versity; Henry S. Dennison, President, Dennison 
Manufacturing Company, Framingham, Mass.; 
Walton H. Hamilton, Professor of Law, Yale Uni- 
versity, and Director, Bureau of Research, Social 
Security Board, Washington; Elvin S. Johnson, 
Director, New School for Social Research, New 
York ; Paul U. Kellogg, Editor, The Survey Graphic, 
New York; Harry A. Millis, Professor of Eco- 
nomics, University of Chicago; Fred M. Stein, re- 
tired banker, New York. 

The Committee will have an Advisory Board, to 
be enlarged as required, the following physicians now 
being members: Samuel Bradbury, M.D., Phila- 
delphia; Alfred E. Cohn, M.D., New York; Alice 
Hamilton, M.D., Washington; Ludwig Hektoen, 
M.D., Chicago, and Franklin C. McLean, M.D., 
Chicago. 

This Committee will conduct and assist studies in 
the economic and social aspects of medical care; will 
train personnel for this field ; and, in cooperation with 
the medical profession and other agencies, will 
furnish information and consultation services in be- 
half of rendering medical care more widely available 
to the people at costs within their means. The Com- 
mittee will have headquarters in New York City. 
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Since 1928, Mr. Embree stated, “the Julius Rosen- 
wald Fund has been actively at work with the aim 
of reducing the costs of medical services and of 
making them more accessible to people of small in- 
comes. Now the organized medical profession, hos- 
pitals, and many industrial and governmental agencies 
are engaged in practical experiments in different 
parts of the country, organizing medical care to re- 
duce costs or developing methods of getting these 
costs into the family budget. 

“Hence there is now less need for the promotion 
of action than for the guidance of action through 
scientific and dispassionate studies. The Fund there- 
fore welcomes the opportunity to make a grant of this 
kind to a committee of social scientists and business 
men, with a distinguished medical advisory board. 
With this grant, together with the grant of $100,000 
recently made to the American Hospital Association 
to promote voluntary hospital insurance, the Trustees 
have terminated their department of medical services, 
believing that these two agencies will now carry for- 
ward vigorously the Fund’s long-standing and suc- 
cessful work in this field.” 

Michael M. Davis, who is Chairman and the active 
director of the new Committee has been, since 1928, 
the director of the Fund’s department of ‘medical 
services. He has been associated for many years with 
work in medical economics and with hospitals and 
clinics in New York, Boston, and Chicago, is the 
author of a number of books and many articles, 
Chairman of the Council of the American Hospital 
Association, and active in numerous national public 
health and welfare agencies. 





The Hospital Record Room 


THOMAS T. MURRAY 
Superintendent, Memorial Hospital, Albany New York 


O VER A PERIOD OF YEARS the subject of the 
hospital record room has been treated. from various 
angles, and by several outstanding authorities, but 
I feel that some phases of it might well bear repe- 
tition. 

Our hospital is one of those which, about a year 
ago, decided to change over from a part time arrange- 
ment to a full time record librarian. 


The change brought many problems. We had 
always thought our filing and records were in good 
condition, but we have had demonstrated to us just 
how much better they can be and now are. In the 
first place, we get our records completed much more 
rapidly and in better form, and with more detailed 
filing and indexing charts are located much more 
expeditiously. Our record room is now located on 
the main floor near the main entrance, and within 
easy access of the doctors’ waiting room. On the 
doctors’ bulletin board we post, almost daily, a list 
of doctors with incomplete records, and we find the 
doctors, at least most of them, waste little time in 
completing their records, so that their names may be 
erased from the list. 


Good Records React to Physician’s Benefit 


Of late years, the physicians, themselves, seem to 
have a greater appreciation of good records, and 
this has been very much evidenced when they come 
to pull out the necessary number of cases for filing 
their applications to the American College of Sur- 
geons, or to present a scientific discussion to the 
staff or other medical groups. Hospitals, I feel, 
through a good record department, make it con- 
siderably easier for the present generation of physi- 
cians to have quality records, which naturally reacts 
to their own benefit when they need them for 
reference. 


The importance of frequent conferences between 
the staff men and the intern staff cannot be stressed 
too much, as at such meetings the problems and re- 
quirements can be talked over, and important points 
stressed. Where this is done, and the progress re- 
viewed, it certainly brings results in better records 
and cuts down the incidence of supervision by the 
Record Committee and the record librarian. 


We are fortunate to have a very enthusiastic Rec- 
ord Committee who actually do their work, and the 


chairman of this group submits a report to each 
monthly meeting of the staff. -To illustrate the effects 
of this Committee’s vigilance, there were, at the end 
of the year just closed, less than fifteen incomplete 
charts of discharged patients. 


The Superintendent Should Visit the Record 
Room at Least Once a Day 


I have by personal observation, noted the difficulties 
and obstacles which have to be surmounted by the 
record librarian in the daily routine. 


In a change-over such as we made, these have not 
been few, and it is my opinion the superintendent 
should visit the record room at least once a day, and 
this visit should take place sometimes when the visit- 
ing men are there, as frequently they have sugges- 
tions for improvement or complaints, which may be 
best discussed with the record librarian at the time of 
actual happenings and usually if this is done, a better 
and clearer solution is devolved. Like all other divi- 
sions of the hospital there must and should be a 
spirit of cooperation and in such frank discussions 
it is best achieved. 

The work of record departments within the past 
four years has been greatly increased. More ab- 
stracting of cases, resulting from automobile acci- 
dents—greater scrutiny of compensative cases, by 
insurance companies, and adjusters, together with 
requests from physicians in other localities where a 
former patient may go for treatment. These addi- 
tional demands on the record department time make 
heavy inroads and should impress the superintendent, 
staff and trustees of the hospital that the record room 
is a very important part of the institution. Many peo- 
ple never think of the record room with any degree 
of seriousness until they, themselves, want a record 
and the record lacks the necessary details, then they 
have to rely on a dimming memory. 


Diplomacy Needed When Information from a 
Record Is Requested 

Despite the well established views on the question 
of who should be able to get information from a 
record, and when, most record rooms have diffi- 
culties from this angle. 

On occasions I have had a telephone call from a 
doctor in another city requesting some information 
or an abstract of a case history and delay has been 
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occasioned by the necessity of having to ask him to 
write his request, and also a written permission from 
the patient, so that the necessary information could 
be released. Anyone might telephone a request. 


Where a request is made in proper form to either 
see or copy a patient’s record or part thereof, and 
it is known to the authorities in the record room to 
be in dispute, or the case coming up in court, greater 
care can be exercised, as the question of absolving 
the hospital from disclosing such information is of 
paramount importance, as the legal profession knows 
that it can always see the record by having it sub- 
poenaed into court. 


In minor accident cases, where only an emergency 
room record is involved, considerable difficulty can 
arise, but if the record librarian handles the matter 
in a diplomatic way all parties concerned can usually 
be satisfied. 


I have tried, in a general way, to describe the rec- 
ord room and its activities, and hope some items will 
prove of value. I wish that any who read this article 
had been privileged to see at the American College 
of Surgeons, meeting in Philadelphia, the dramatiza- 


tion of “Medical Records in the Hospital,” “A Mod- 
ern Medical Record Room in Action,” etc. This fea- 
ture was one of the best presented. It was done so well 
and would bring home to all hospital officials the im- 
portance of proper medical records more effectively 
than any number of written papers could do. The 
various scenes portrayed in true form the daily dif- 
ficulties which have to be met by the patient, intern, 
record librarian, etc. A similar demonstration cer- 
tainly would merit a place on any important hospital 
association program. 


It was not my desire to touch on the much dis- 
cussed subject of storage of older records as I feel 
this is a problem which every hospital must have and 
handle to the best of its ability. 


In our own case we have records in a very dusty 
sub-basement dating back almost fifty years. It is 
our hope to abstract all such cases, and eventually 
bring them to a better place so that they may be 
within easy reach of any one requiring them. 


Good records are essential from all points of view, 
and the hospital record room and librarian are there 
to help achieve that end. 








The Commonwealth 


The 1936 Report of the Commonwealth Fund, the 
Division of Hospitals, of which Henry J. Southmayd 
is director, announces that the rural hospitals spon- 
sored by the Fund “have turned the corner and are 
on their way to a normal volume of service and a 
relatively stable financial condition.” 


The original six hospitals report an increase in oc- 
cupancy of eighteen per cent over 1935. Income has 
increased sharply and operating deficits have de- 
creased. Voluntary contributions have increased and 
net indebtedness shows a comfortable decline. The 
Fund has demonstrated that soundly built, well- 
equipped hospitals, operated for service and not for 
profit are practical in rural communities. In its fine 
contribution to the care of the rural sick, the Com- 
monwealth Fund has demonstrated that rural hospi- 
tals can maintain efficient standards, operate economi- 
cally, and experience an occupancy well within the 
convenient range of caring for the number of pa- 
tients which well-organized and well-managed hospi- 
tals of fifty beds can handle. 


During its first year of service the Kingsport Ten- 


nessee Hospital has been more successful than its 
predecessors, the Fund reports. This was due in part 
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to the careful preparations made before the hospital 
was opened, in securing a good grade of professional 
co-operation, a wholesome interest in standard pro- 
cedures, and an active educational program for the 
medical staff. 

The pre-payment plan for hospital care has been 
reasonably successful, the enrollment amounting to 
ten per cent of the population of “Greater Kings- 
port,” is proportionately larger than usual in hospital 
service schemes, and if the associate membership 
(providing discounts from hospital charges for de- 
pendents of wage earners) were included and addi- 
tional fifteen per cent of the population secure this 
partial protection. The volume of service under the 
plan is well within the actuarial estimates. 


The Fund originally established six rural com- 
munity hospitals widely distributed geographically. 
In 1935, Kingsport was added and in 1936 a con- 
struction was started on the eighth in the group, the 
North Mississippi Community Hospital, at Tupelo, 
Mississippi, and will be ready for service in the sum- 
mer of this year. A ninth award has been made to 
Ada, Oklahoma. 


The Fund reports that further awards will be made 
in the near future. 





The Hospital Annual Report and Publicity 


SIDNEY G. DAVIDSON 


Admunistrator, Grace Hospital, New Haven, Connecticut 


T HIS IS THE PERIOD OF THE YEAR when most 
hospital administrators are wondering how they can 
sandwich in the time to prepare their Annual Report, 
in order that it may be printed and sent out at some 
early date. One wonders if this task isn’t pushed 
aside, from time to time, not only because there are 
so many other things to be done but because this is 
a job that one just hates to undertake. Finally when 
it must be done, we say to our secretary or some 
other person in the organization, “Take these papers 
and make out a report like the one we had last year.” 
Then we check it over to see if the figures are cor- 
rect and, with a sigh of relief, send it down to the 
printers. Perhaps this is only a confession on my 
part and is not true of my colleagues in the hospital 
field. However, if that isn’t a true statement of 
conditions, then I wonder what excuse can be given 
for putting out the same old kind of stereotyped re- 
ports, year after year. 


Interesting the Public in the Hospital Report 


Recently I have had the opportunity of sitting in 
with a Committee to consider the revamping of the 
Annual Report as gotten out by the city administra- 
tion. It has been a very interestnig experience. How 
many of our readers have studied the annual reports 
of city administrations or given thought as to whether 
those reports might be made more readable. One 
wonders whether city governments print that type 
of report because they don’t want the public to know 
what they are doing. Much to my surprise, how- 
ever, we found a number of progressive cities send- 
ing out the most interesting yearly reports of their 
governmental activities, written in short story form. 
Trenton, New Jersey, is one city which has a report 
filled with pictures of the activities of the various 
city departments, with short paragraphs of the work 
of each one of those departments. Dayton, Ohio, 
is another and there are quite a number scattered 
throughout the country. Upon investigation, I find 
the idea started with the Vermont Chamber of Com- 
merce, where the secretary, who certainly is a live 
wire, has, for a number of years, been urging the 
communities in that State to get out attractive, easily 
readable annual reports, until now nearly every town 
in Vermont is publishing a fine little booklet of its 
activities. And, instead of printing fifty or a hun- 
dred copies they are printing two and three thou- 


sand copies and sending them out tn the people in 
the community and are getting requests for addi- 
tional copies so that at times they have to have a 
second edition. Did you ever hear of a hospital 
having to get out a second edition of its annual report 
because people were so anxious to read it? Now if 
it is of benefit to a city government to have a read- 
able annual report, of how much more benefit must it 
be to hospitals, whose activities need to create the 
widest possible interest in order to secure the widest 
possible support. 


Learning from Administrators in Other Fields 


It has been my experience, over a long period of 
years, that I can get as many good suggestions to 
incorporate in hospital administration from my 
friends in other lines of business as I can from most 
any other source. That is, we find out from this 
one or that one some little method of administering 
their business which they have inaugurated and we 
think it over for a while and realize that it is an idea 
which can be worked around and put into effect in 
our hospital activities and improve our administra- 
tion. 


As an example, a very busy man at the head of a 
large corporation was elected a member of the Board 
of Directors and a couple of weeks later he came 
down to the hospital to spend a few hours with me. 
In the course of our talk we discussed the various 
needs of the institution, in the way of replacement 
of equipment, et cetera, and something was said about 
the costs of these items. Before he left he said, 
“Why don’t you make up a list of these items and 
their prices and send them to me and to the other 
members of the Board so we will have them avail- 
able. I will go back to my office and in the course 
of time I will remember that you have said some- 
thing about the need of some kind of equipment at 
the hospital but I will have forgotten what it is and 
what the price is.” I acknowledged that was a very 
good idea and the more I turned that thought over 
in my mind, the more I realized that just listing 
equipment wasn’t adequate. As it was getting near 
the time to get out the annual report, I decided that 
not only should the equipment be listed and the prices 
given but that for the benefit of the people who knew 
littke about hospitals and yet might be willing to give 
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something, it would be worth while to have pictures 
of these various pieces of equipment. Therefore, I 
secured cuts and had a little folder made showing 
the pictures of the various pieces of equipment the 
hospital needed, together with the prices, and placed 
these in the Annual Reports. 


That incident awoke in me a more intimate interest 
in the annual report and, after giving it considerable 
thought, I got a pretty clear picture of the type of 
report which I should like to get out. However, I 
had the old prejudices to overcome and was not suc- 
cessful in convincing some of the Board Members 
that we should change our form. 


The little pamphlet that I just mentioned created 
some favorable comment but, to my mind, was not 
at all satisfactory as it looked entirely too commer- 
cial. But it did bring us in some gifts. 


Helping Our Public Relations Through Our 
Annual Report 


Last year we were fortunate in securing as a 
member of the Board of Directors a man whose life 
has been spent in charge of the public relations of a 
large corporation and he was made the chairman of 
a Committee on Public Relations for the hospital. I 
immediately went to him with my idea regarding the 
change in the annual report and he was in thorough 
accord with the suggestions. We prepared a little 
dummy and at a meeting showed it to those members 
of the board who had held out against changing the 
year before. With the prestige of this public rela- 
tions man, the suggested change was accepted, with 
the result that the hospital report for 1935, which 
was published in 1936, consisted of a little booklet 
eight inches long and four inches wide with thirty- 
two pages. We changed the name from “Annual 
Report” to “Steps Forward.” There was a very 
brief statement by the president, on the first page, 
and the following pages were devoted to the various 
departments of the hospital, beginning with the ad- 
missions, which is the first department that the pa- 
tient comes to, and going chronologically through the 
other departments of the institution. As a sample 
of what we have on these pages, we are including 
here the first page, telling about the admission of 
patients. 


Next, with pen and ink sketches, we showed pic- 
tures and costs of needed equipment, which was a 
worth while modification of the folder we had in 
the report the year before. Then followed our sta- 
tistical report, statement of operation, treasurer’s 
report, a brief report of the woman’s auxiliary, ac- 
knowledgment of gifts, staff organization, and the 
board of directors. 
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A FRIENDLY HOSPITAL 


This story properly starts at the admitting offices, 
where nearly 10,000 patients were admitted in 1935— 
6,268 to the wards and private rooms, 2,210 to the 
out-patient department, and 1,434 to the emergency 
room. 


People who come to hospitals need a kind and 
reassuring welcome. A lively appreciation of this 
need guides the policy of Grace Hospital. Mrs. Marie 
Gray and Miss Helen Rosenthal, our admitting officers, 
exercise every care to help our patients realize from the 
start that they will receive kindly as well as competent 
treatment. 


In addition to performing other duties, Mrs. Gray 
and Miss Rosenthal admitted to the hospital beds an 
average of 17 patients each day, and it was not un- 
usual to admit 25, 30 or even 35 patients in one day. 


The largest number in the hospital on a single day 
was 218; the smallest, 100. The hospital must, of 
course, be able at all times to care for the largest 
number. This is one reason why hospital costs are 


high. 








We sent out thirty-five hundred of these reports 
to a mailing list secured from the Community Chest 
of all the people who had given twenty-five dollars 
or more to the Chest. And that report, I should 
imagine, was read from cover to cover by nearly 
every person to whom it was sent, because everyone 
connected with the hospital has told the same story— 
of meeting people and being told by those people 
what a pleasure it was to get that type of hospital 
report and how they had read it and enjoyed it. 


. Certainly there is a joy in doing something differ- 
ent which meets with immediate public approval. 





One gets a renewed interest in his job. For this 
year we are planning many improvements. As this 
type of report furnishes excellent publicity for the 
hospital—publicity which is greatly needed—this 
year, among other things, we are having a sufficient 
number printed so that during the year our patients 
may be furnished with them. However, one little 
annual report isn’t going to hold public interest for 
twelve months. We need to give consideration to 
some effective method of not only holding the public 
interest aroused by the annual report but of securing 
the interest of a larger group of people. 


Publicity 


Much has been said, in recent years, regarding 
the decrease in the number and amount of gifts re- 
ceived by the voluntary hospitals of the country and 
much has been said as to what the future of these 
institutions is to be unless more adequate commu- 
nity support can be secured. If those statements 
and conjectures are true, and I am inclined to think 
that generally speaking they are true, it would seem 
that we must explore the possibilities of increasing 
the interest of a greater number of people in order 
that the number of givers may be materially in- 
creased as an offset against smaller gifts. It is true 
that our voluntary hospitals cannot operate on the 
income received from patients, and that fact places 
the responsibility squarely upon the hospital admin- 
istration to seek other means of support in order 
that the institutions may continue to serve the people 
of any given community. 


Two Objectives of Hospital Publicity 


One is amazed at times when one learns of hos- 
pitals, some of them fairly good size, willing to ac- 
cept whatever compensation the government, be it 
municipal, county, state or federal, may desire to pay 
for the care of patients for whom the government is 
responsible. The hospital can expect little support 
from the community if it is willing to take free will 
offerings.and use them to make up the deficits in- 
curred while caring for patients for whose hospi- 
talization the government pays less than cost. And 
it seems to me that local Hospital Councils, State 
Associations, and the American Hospital Association 
itself should definitely undertake a strong program 
of continuous publicity, directed toward two objec- 
tives: 


. 


1. Securing the full cooperation of our Boards of 
Directors and administrators in demanding 
that patients paid for by governments of what- 
ever type shall be paid for at not less than cost. 


The governmental officials be more intelligently 
informed regarding the costs of hospital opera- 


tion and the service rendered to the patients for 
whom these governments are responsible. 


The same situation holds true in the care of pa- 
tients coming into the hospital under workman’s com- 
pensation. Certainly no insurance company should 
pay less than cost for the care of these patients. Nor, 
on the other hand, can we expect adequate support 
from the community if their funds are to be used in 
making up deficits created by patients for whom in- 
surance companies are liable. The hospitals should, 
as a group, make every effort to secure adequate 
legislation that will protect them in the care of so- 
called public liability cases, particularly in the larger 
group of these cases—that is, the automobile acci- 
dent patients. Publicity should be created, looking 
toward informing legislators regarding the problems 
which the voluntary hospitals have to meet and a 
pointed effort made to correct the present situation 
which exists in so many communities and in so many 
States. 


Is the Continued Operation on Fixed Rates 
Practical? 


Whether or not hospitals can continue to operate 
on the basis of fixed rates is a question which, to 
my mind, should be carefully considered by the peo- 
ple interested in our voluntary institutions. There 
is practically no business in the country, and cer- 
tainly the hospitals are among the big businesses 
of the country, that operates on a policy which main- 
tains the same price regardless of cost of operation 
or of cost in the manufacture of its products. Com- 
paring these voluntary hospitals with any manufac- 
turing plant is a simple procedure. The furniture 
manufacturer builds and sells furniture and the hos- 
pitals manufacture service. They are both in the 
field for the purchase of necessary supplies and the 
employment of labor. The furniture manufacturer 
sets the price on his manufactured product in ac- 
cordance with the cost of materials and the wages 
which he must pay his employees, while the hospital 
maintains the same rates in its wards, the same rates 
in the semi-private rooms, the same rates in the pri- 
vate rooms and the same rates for the other services, 
year in and year out, regardless of the rise in the 
price of materials used. At the present time, many 
costs have increased at least twenty per cent, with 
every indication that there will be still further ad- 
vances. There is also the increase in wages which 
are paid, and for many of its employees the hospital 
is in competition with the prevailing rates in other 
lines of business. If the hospitals can continue to 
operate under these increased expenses, without mak- 
ing increases in their rates, surely we are laying our- 
selves open to community criticism in that we failed 
to give our patients the benefit of lower rates when 
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the price of commodities and labor were twenty or 
twenty-five per cent lower. Well, what are we 
going to do about a situation of that sort? Our po- 
sition needs the fullest possible publicity. If the 
policy of the hospitals is to continue the same rates, 
year after year, we must let our public know that 
as prices advance there is the need for greater public 
support. It might not be a bad idea to consider the 
possibility of a general public questionnaire as to 
whether the hospitals, in a given community, should 
not increase their rates as the costs of supplies and 
wages continue upward. 


The Definition of Adequate Publicity 


These few observations are injected here as a 
basis for the consideration of adequate publicity. 
What is adequate publicity? Not annual reports; 
not occasional newspaper stories ; not pamphlets bear- 
ing on the hospital’s work, sent out to a few selected 
people from time to time, although these are all part 
of it. Adequate publicity is adequate public rela- 
tions, and adequate public relations start with the 
admission of the patient, the courtesy and attention 
shown, not only to the patient but to the friends or 
relatives who accompany him. This same policy must 
be followed through in minute detail, by every hos- 
pital employee coming in contact with the patient, 
his relatives and friends, until after he has gone 
home. It means a high standard of all other service 
maintained by the hospital for the patients. It means 
the careful selection of employees who can carry 
out such a policy. It means the spending of addi- 
tional funds in salaries and in providing those crea- 
ture comforts that the sick person appreciates. And 
yet it doesn’t mean that any of the things that are 
proper for the administration of the hospital can be 
laid aside, permitting the patient or his relatives and 


friends to do as tHey please. Adequate public rela- 
tions mean having affiliated with the hospital, in the 
form of guilds, committees, et cetera, as many friends 
as can possibly be secured. It means giving them 
active interest and participation in the hospital's ad- 
ministration. It means the spreading, by word of 
mouth, through the staff, the employees, the mem- 
bers of the board and all these friends of the insti- 
tution, at every opportunity, the good work and the 
good deeds of the institution. Now that sort of 
thing is going to cost the average hospital perhaps 
five or ten thousand dollars more a year, but it is 
an investment that is going to bring into the institu- 
tion many times the amount spent. 

Hospital administrators and boards of directors of 
these institutions can well study the methods of high 
grade business organization. Usually those organi- 
zations doa national business and of course they do 
national advertising. But they spend a tremendous 
sum each year on their public relations department 
and we had better not forget that they wouldn't be 
spending that money if it wasn’t bringing in ade- 
quate returns. It seems te me that we must crawl 
out of our old shell of conservatism and get the 
broadest possible vision of adequate public relations 
for our institutions. When that is done, supple- 
mented as it may be by: other publicity—reports, 
newspaper stories, et cetera—I think that all of the 
hospitals will be benefited immeasurably; that they 
will have more funds with which to provide adequate 
care for the sick than they have ever dreamed of 
having. Then they can begin to branch out and 
give adequate health protection to far greater num- 
bers of people in their community who need that 
service, and be what every hospital should be—a 
vital force for the prevention of sickness, working 
side by side with the health departments of their 
communities for the betterment of humanity. 








Dr. D. M. Morrill Appointed Director of 
Receiving Hospital, Detroit 


Dr. Donald M. Morrill, who since March 1, 1924, 
has been director of the Blodgett Memorial Hos- 
pital, Grand Rapids, Michigan, has been appointed 
medical director of the Receiving Hospital in De- 
troit, Michigan. 


Dr. Morrill is a graduate of the University of 
Michigan, 1914, and of the College of Medicine in 
1918. He began his professional career at the Uni- 
versity Hospitals, Ann Arbor, and was chief resi- 
dent there from July 1, 1920, to March 1, 1924, and 


assistant superintendent from July 1, 1923, to March 
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1, 1924, under Dr. Christopher G. Parnall. He was 
president of the Michigan Hospital Association in 
1930 and again in 1936. He is a Charter Fellow of 
the American College of Hospital Administrators. 


The Receiving Hospital, in appointing Dr. Morrill 
as its medical director, secures a man of the highest 
standing in the medical profession in Michigan, a 
hospital administrator of wide experience, popular 
with the medical profession and the public, and a 
man whose work in the hospital administrative field 
has been characterized by sound, constructive poli- 
cies. The Receiving Hospital is fortunate in secur- 
ing for its medical director a man of Dr. Morrill’s 
experience and attainments. 





Necropsies—Not How. Many, But 
How Utilized 


STEPHEN MANHEIMER, M.D. 
Assistant Director, The Mount Sinai Hospital, New York City 


ty HE VALUE OF POSTMORTEM EXAMINATIONS 
for the advancement of medical science is now uni- 
versally accepted. Its importance was recognized 
as early as the seventeenth century when Morgagni 
published his epochal “De Sedibus et Causis Mori- 
borum.” This early contribution to scientific medi- 
cine and the later “Cellular Pathology” by Virchow 
ushered in the era of rational clinical medicine based 
on morbid anatomical findings. Although the merits 
of the necropsy have been acknowledged by several 
generations of physicians and its value recognized 
for adding science to the art of the practice of medi- 
cine, its applications have lagged far behind its op- 
portunities because the general public is not as yet 
sufficiently educated to its need or fully in sympathy 
with its practice. Physicians are busy people and 
seem unable, or unwilling, to devote the time required 
to explain the value and necessity of these examina- 
tions to their patients 


Methods Employed for Securing Permission 
for Necropsies 


In 1929, when approval of hospitals for intern 
training by the American Medical Association was 
made conditional upon the performance of at least 
fifteen per cent necropsies, many hospitals were un- 
prepared, and found it difficult to meet this minimum 
requirement. Since then, numerous helpful articles 
have been published by experienced hospital workers 
suggesting various methods for securing permission 
from relatives for postmortem examinations. These 
articles, in effect, are detailed descriptions of methods 
found successful by the authors to interpret to their 
community the value of the necropsy. The suggested 
practices are based on local conditions and vary with 
the type of clientele that the hospital serves. To 
some hospitals located in the smaller towns, post- 
mortem examinations were a new undertaking. In 
order to obtain the necropsies and not lose the sup- 
port of the community, plans were evolved aimed at 


enlisting the aid of clergymen, public officials, and — 


other important citizens in order to gain the public’s 
confidence. In the last analysis, success in the under- 
taking depended largely upon the ability to present 
clearly and convincingly in simple language to. the 


surviving members of the family, often the simplest 
of folk, the desirability and value of the necropsy to 
themselves and the possible relief it may afford them 
in some future illness. 


Resourceful hospital superintendents have devised 
various schemes to encourage obtaining of necropsies 
by their interns. 


The Value of Necropsies in Adding 
to Clinical Knowledge 


It is not my purpose to offer another plan for ob- 
taining permission for postmortem examinations, but 
to point out that necropsies to be of value must be 
carried out to their logical end and the opportunity to 
add to clinical knowledge be fully explored. The 
Journal of the American Medical Association, August 
28, 1936 issue, records that the 705 hospitals ap- 
proved for internship reported an appreciable in- 
crease in necropsies in 1935 over 1934; more than 
half of the institutions obtained permission for 
necropsy in over thirty per cent of the deaths. Ap- 
parently then, the early difficulties of securing the re- 
quired fifteen per cent has been surmounted. 


A Self Survey Desirable—Its Objects 


Thought and consideration should next be given 
after this initial period of community education to 
develop suitable standards to be followed by hospitals 
and their staffs for the proper performance of the 
examinations and to outline the extent and manner 
in which the post mortem material should be utilized 
in order that the fullest benefits may be available to 
the hospital staffs and to the medical profession as 
a whole. As a preliminary step a self survey may 
be made by each hospital to set forth, what, if any- 
thing, has been accomplished in the necropsy in the 
direction of intern education, what advance in medi- 
cal practice have resulted, and what improvement in 
medical service have been achieved. This would give 
meaning to the numbers and percentages of 
necropsies. 

To analyze the various phases of this problem, the 


work in the pathological laboratory would naturally 
come under scrutiny. How is the material obtained 
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Auditorium: Weekly Conference in Session, Where Autopsy 
Material Is Being Demonstrated. Notice Epidiascope Just 
in Front of the Stage 


with such effort and at such a cost’ being used ? What 
is accomplished for the benefit of the patients and 
how much of future value is contributed to the hos- 
pital’s visiting and intern staff’s fund of knowledge? 
Do fewer errors in diagnoses result? Are all pos- 
sibilities in differential diagnoses exhausted? Does 
the laboratory attract earnest and serious students of 
pathology? Does it stimulate research? Are the 
publications meritorious? In short, is the quality 
of the general medical work one of constant improve- 
ment ? 


Analyzing the Quality and Value of 
Post Mortem Service 


The quality of a postmortem service may vary 
just as the quality of a clinical service. The criteria 
used to evaluate the efficiency of the clinical staff may 
be applied with equal cogency to judging the merits 
of the laboratory staff. As the clinician wins renown 
for his skill by his faculties of observation, by his 
keen and orderly mind and powers of deductive rea- 
soning, so does the pathologist gain prestige by care- 
ful observation and thoroughness of work. There 
is no more warrant for indifference, carelessness, un- 
dignified, hurried or unskilled procedures in the post- 
mortem room than there is in the operating amphi- 
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theatre. It is just as necessary to have postmortem 
protocols complete and in detail as it is to have 
careful and complete histories and physical examina- 
tions recorded in the clinical charts. There is no 
place in necropsy work for incoherent and irrelevant 
facts poorly arranged and indifferently recorded. 
Just as the clinician is obliged to call on his -col- 
leagues trained in their specialties for assistance in 
diagnosing of obscure cases, so is it important that 
the pathologist have available for consultation col- 
leagues trained in laboratory sciences. For this rea- 
son hospital officials should not only have the atti- 
tude of desiring to investigate each and every death, 
but must provide specialists in the laboratory organ- 
ization, as well as facilities and equipment for their 
work, 


An outline of the postmortem service at Mount 
Sinai Hospital, New York City, may illustrate one 
method of self analysis and is described for that 
reason. The Mount Sinai Hospital performed 3,765 
necropsies during the past eight years (1928-1935 
inclusive) which represents about seventy-three per 
cent of all deaths on the public wards and includes 
deaths coming under the purview of the medical ex 
aminer. To complete more than 450 necropsies each 
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The Laboratory 


year requires energetic direction and infinite details 
and coordination of patience and persuasion; as- 
sistance and support by the administration, the serv- 
ices of interested physicians, pathologists, many as- 
sistants, Fellows, stenographers, technicians, attend- 
ants, animal housekeepers and photographers; the 
use of thousands of slides, cover slips, bottles, flasks, 
rubber gloves, ice boxes, microscopes, filing cabinets, 
storage space, closets, and costly instruments and ap- 
paratus. The two important men in the chain are the 
intern who secures the permission and the path- 
ologist who performs the examination, but in obscure 
cases such as liver abscesses, renal tumors, lipoid 
disturbances and blood dyscrasis, etc., the services of 
the bacteriologist, immunologist, bio-chemist, hema- 
tologist, endocrinologist, pharmacologist, physiologist, 
or clinical microscopist may be required. 


How the Division of Laboratories Functions 


The Division of laboratories which is called upon 
to perform these examinations functions under a full- 
time director of laboratories with whom is asso- 
ciated three full-time department heads—the path- 
ologist, bacteriologist, bio-chemist, and a part-time 
neuro-pathologist; a research pharmacologist and 
several volunteer clinicians, interested in laboratory 
sciences, are included in the laboratory staff. The 
central laboratory is housed in a separate building, 
60 feet by 44 feet, five stories high connected with 


the main group of buildings by a tunnel; additional 
space is provided for the neuropathology laboratory 
and research workers on four floors of a smaller 
building, having a floor area of approximately 1900 
square feet. 


The pathologist and neuro-pathologist supervise 
the work which is performed by Fellows in pathology 
and other assistants. The examinations are carefully 


and elaborately performed and with decorum, usua!ly 
in the presence of several members of the attending 
and house staffs. In order to encourage attendance 
by clinicians, examinations are done whenever pos- 
sible at a time most convenient to them. Great care 
is exercised to preserve the cadaver in the best con- 
dition for the undertaker and allow for embalming 
and other procedures followed by funeral directors. 
The body when issued to them is in the precise con- 
dition as recommended by a committee of path- 
ologists worked out with the helpful cooperation of 
the Metropolitan Funeral Directors’ Association of 
New York. Diseased tissue is removed and 
carefully weighed and measured, and the findings 
recorded. Small sections of the tissues are placed 
in fixing fluid and paraffin blocks made and preserved 
for future needs. Approximately fifteen slides are 
made and kept from each examination, while gross 
specimens of interest and educational value are 
fixed and placed in museum jars. 


The Preparation and Use of Moulages 


In the neuropathology laboratory a novel idea was 
adopted. Here moulages are prepared by a com- 
paratively inexpensive method which retain un- 
altered the configuration of gross specimens, particu- 
larly those which present tumors or other large 
lesions. These moulages are in effect casts* preserv- 
ing faithfully all of the gross features of the dis- 
eased brain, retaining in the finished model not only 
the size, special characteristics and the anatomical 
relationships, but by utilizing oil paint, the exact color 
of the specimen. This method of preservation is 
especially suitable in the work in neuropathology Dbe- 
cause neoplasms and other destructive lesions of the 
brain often cause various distortions and deformities 
which are necessarily lost to view after a detailed 
study of the internal structure of this organ, since 
the latter procedure requires sectioning of the brain 
into many segments. 


As may be perceived by this time that this is not an 
inconsequential undertaking, but quite an ambitious 
program. As a matter of time consumation it is 
estimated that about eighteen hours of study and co- 
ordination by physicians and nine hours of the com- 
bined efforts of attendant, technician, and stenog- 
rapher are required for completing a single average 
necropsy. 


A few years ago much more time for technical 
work was required because a great many more slides 
were made and kept, but for all practical purposes, 
the present limited number has been found to be 
adequate. The hospital has a collection of about 
60,000 slides and 1,400 valuable museum specimens. 
The latter are stored in jars in glass cabinets, many 
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accompanied by micro-photographs, showing the 
minute structure of the lesion. These and the 
moulages together with photographs, charts, illus- 
trations and lantern slides, comprise the hospital's 
Museum. 


The museum is, indeed, a valuable part of the hos- 
pital and its contents are utilized effectively in the 
course of lectures at scientific meetings, as exhibits 
at medical conventions and for demonstration in 
post-graduate teaching. 


The Opportunities for Pathological Training 
Afforded by Our Hospitals 


Not so long ago it was an indisputed fact that ade- 
quate training in pathology could be obtained only 
abroad. However, with the recent impetus in post- 
mortem work, pathology received a “New Deal.” 
With such a mass of material as is available now, 
teaching of pathology and training of pathologists is 
done effectively in this country. It is claimed con- 
sistently by men who are experts in their field, that 
the trip abroad to secure a good training in path- 
ology is no longer necessary. 


A number of Fellowships in pathology are avail- 
able in this country and the positions are in great 
demand by recent medical graduates who are being 
advised by their older colleagues that the opportunity 
for training in the United States is unsurpassed. 
This is a direct result of the serious manner in which 
postmortem examinations are regarded and carried 
out ; this seriousness of purpose also produced better 
informed teachers. The Fellows during their train- 
ing not only have the opportunity to study histo- 
pathology and examine and handle gross material, but 
not infrequently actually perform the necropsy under 
supervision and write up the protocols. 


It is a pretty well acknowledged fact that the prime 
importance of necropsies is to offer an opportunity to 
clinicians to verify their diagnoses. Incidentally they 
fairly reflect the character of the medical work of 
the staff by showing the number of errors in diag- 
nosis. Coriversely, it should redound to the credit of 
each clinician when a particularly brilliant diagnosis 
is confirmed by necropsy. 


The Clinical Pathological Conferences 


Two-thirds of the hospitals (about 50 in all) to 
which questionnaires were sent by the Committee on 
Necropsy of the American Hospital Association re- 
ported holding weekly pathological conferences. 
Mount Sinai Hospital was included in that group. 
Once a week the hospital holds open house for the 
practitioners of the community when fresh post 
mortem material is demonstrated and the pathological 
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finding correlated with the clinical picture. At Mount 
Sinai Hospital these conferences are attended by 
physicians, including some who have long ago re- 
tired from active hospital service, in such increasing 
numbers, that the amphitheatre provided for the pur- 
pose, where seats are provided for approximately 100 
persons, soon became hopelessly inadequate and it 
was necessary to move these weekly demonstrations 
into a more spacious auditorium, where more than 
350 persons can be seated. 


- The agenda for the clinical pathological confer- 
ences are carefully selected and when material is 
available plans are made to present a symposium on 
special phases of a single disease or on the pathology 
of a single organ. Thus one or more conferences 
may be wholly confined to the presentation of dis- 
eases of the spleen, another to the liver, etc.; these 
symposia, however, depend on fortuitous circum- 
stances and cannot always be prearranged. Apart 
from making excerpts of the clinical history for the 
weekly conference, the chief of one of the medical 
services spends the major part of the day in collabora- 
tion with the pathologist, discussing the cases to be 
presented, studying the gross and microscopic sec- 
tions, the clinical records, and reviewing the litera- 
ture, while the assistants in the department of morbid 
anatomy arrange the material in orderly fashion on 
trays and select typical lesions for demonstration. 
At the conferences notes of the procedures are made 
by members of the junior medical staff, one of whom 
is assigned especially for this duty of reporter in 
rotation on consecutive weeks. They write up the 
presentations and discussions which are published 
in the Hospital “Journal,” a bi-monthly publication 
conducted by the medical staff and financed by the 
hospital. 


Presiding at these conferences is the chief of one 
of the medical services who presents a summary of 
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the clinical history and physical findings. The path- 
ologist demonstrates the specimens, describes the 
lesion and explains its relation to the disease. Dis- 
cussion is open to the audience which frequently 
shows a lively interest and contributes in no small 
measure to the presentations. In order that the ma- 
terial be seen specimens are projected by an epidia- 
scope on a screen, greatly magnified and in their 
natural colors, which can be viewed from all parts 
of the auditorium with ease. An attachment is also 
available on this machine to magnify and project 
slides on the screen and show the microscopic archi- 
tecture of the lesion. The acquisition of this ap- 
paratus increased greatly the interest in these meet- 
ings and fired the entire staff with greater enthusiasm 
for securing necropsies. 


These conferences, lasting one hour, are brief 
enough to be interesting and being staged with care- 
ful preparation stimulate accurate diagnoses and 
offer to the earnest and thoughtful physicians of the 
community an opportunity to review differential diag- 
noses and pathology and be posted on current scien- 
tific medicine. They also encourage the undertaking 
of incidental research problems. 


The Purposes of the Survey to Encourage 
and Foster Medical Research 


Readers interested in hospital fiscal matters will 
recognize in this survey laborious and costly pro- 
cedures which, if carried out to their infinite possi- 
bilities, will form a heavy drain on the hospital’s 
exchequer, but wise is the hospital board which pro- 


vides in its budget adequate sums to maintain this 
work, for no part of the hospital dollar can be speut 
more advantageously than that spent in encouraging 
and fostering medical research. Others connected 
with the organized medical societies and committvces 
whose interest lies more directly in seeing necropsy 
material explored and developed to its fullest extent 
might see fit to take cognizance of their added re- 
sponsibilities of their own making brought on by this 
continuous increase in autopsy materials. They 
might not be content with the bare prescription of 
having hospitals perform a certain fixed percentage 
of necropsies, but might go a step further and obtain 
reports and make studies of what is being done with 
all this material. 


From the assembled data might be formed a frame- 
work for minimum standards for necropsy work 
based on qualitative, rather than quantitative achieve- 
ments. The various phases which might come under 
scrutiny could be considered from the point of view 
of: (1) intern education, (2) research furtherance, 
(3) improvement in the character of the medical 
service, (4) training of pathologists, (5) establish- 
ment of laboratories full-time staffed and adequately 
equipped. Any new development, as an outgrowth 
of this study, should be applied, it seems to us, as 
minimum standards, adjusted so that their application 
does not in any way strain the facilities of smaller 
hospitals and are made possible within reasonable 
budgetary limits. 

Turner, J.. M.D., Modern Hospital, Volume XXXV, No. 3, 
“Cost of Each Autopsy, $92.40.” 


2Globus, J., M.D., Archives of Neurology and Psychiatry, 
August, 1935, “‘Moulages.” 








CHilliam Albert Tidmer 


William A. Widmer, Manager of the medical 
department and member of the Board of J. B. 
Lippincott and Company, publishers, died suddenly 
of heart failure, Tuesday, January 12, while talk- 
ing over a long distance phone, aged 67 years. 

To the Editor of HOSPITALS and his thou, 
sands of friends in commercial and medical circles, 
and more particularly in the hospital field, “Wid’s” 
death was a personal loss. He was the first exhibitor 
with the American Hospital Association and a mem- 
ber since 1916. He never missed an annual con- 
vention of the Association in twenty years. 

He was a lovable and well-beloved character. He 
brought kindness and a gentle courtesy into every 
human contact. His thoughtfulness for others, his 


effective though unostentatious interest in those less 
fortunate was an unvarying rule of a useful life. 
He was more helpful in giving an encouraging word, 
and a sympathetic support to the fellow who needed 
it, than others were with their material benefactions. 
He gave.freely of both. The philosophy of this 
kindly man was expressed in a favorite verse, he 


often quoted. 


“The wisest men that ever you knew 
Have never dreamed it treason 
To rest a bit—to jest a bit 
And balance up their reason. 
To laugh a bit—to chaff a bit, 


To joke a bit—in season.” 
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New Hospitals for Old 


The 1936 Report of the A. H. A. Committee on 
Hospital Planning and Equipment 


| COMMITTEE on Hospital Planning and 
Equipment made a special study of the rehabilita- 
tion of hospital plans and submitted the following 
report to the American Hospital Association at the 
Cleveland Convention. Members of the committee 
were Charles F. Neergaard, chairman; Victor An- 
derson, Dr. George A. MaclIver, Veronica Miller, Dr. 
D. M. Morrill, G. W. Olson and A. J. Swanson. 


This report deals with matters of timely interest: 
With hospitals antiquated and over-crowded which 
have achieved plants functionally as good as new by 
rejuvenating, rearranging, and adding to old build- 
ings at a fraction of the cost of new structures: 


With new products of industrial research which 
promise greater comfort to the patient and greater 
economy of operation: 


With new hospitals which were handicapped from 
the start through faulty design: 


With policies and standards that must be recon- 
sidered if hospitals are effectively to meet the de- 
mands which the future will impose. 
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We are emerging from the depression and with 
the improvement of the past year the hospital’s eco- 
nomic pressure has become less intense. It seems 
time to take account of stock and consider the fu- 
ture in the light of changed and changing conditions. 


With the rising flood of taxes, the redistribution 
of wealth, the thousands of new and old poor who 
will be the hospitals’ responsibility for years to come, 
there is little likelihood that earnings and contribu- 
tions will, in our day, reach the high levels of the 
past. Furthermore, there is imminent at least one 
new item of major expense that must be reckoned 
with. The doctor can no longer afford to contribute 
so much of his time and society and the hospital must 
find some way to pay him. 


Assuming that less income and more expense are 
to be the normal condition of the future, the basic 
principles of hospital and medical service must be 
re-studied to determine how the hospital and medical 
profession can provide acceptable standards of care 
at prices which the public can afford to pay. 
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AVENUE 


The new 16-story pavilion houses administrative offices, kitchen and dining - 
rooms, diagnostic laboratories, operating and delivery suites, with eleven floors 


for patients. 


A fifth floor of wards was added to the old block which is con- 


nected on all floors to the new pavilion, and a new power house built. 
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A six-story unit built near the center of a group of one, two, and three-story 
pavilions has one floor given over to the administration and x-ray departments, 
one to operating and delivery suites, and four to patients’ beds. 


In the struggles of the past five years to make the 
drastic cuts in operating cost which alone have kept 
the doors open, hospitals have learned, some to their 
joy and some to their sorrow, that the fundamental 
factor in economical hespital service is an economical 
hospital plant. 


Hospital Care a Commodity 


If we divorce the hospital from its sentimental 
and scientific aspects we may consider its manage- 
ment as a business, its plant in terms of shelter, work 
space, and power, and its budget from the angle that 
only what is left, after overhead and departmental 
costs have been met, is available for its essential 
function, professional care of the patient. 

Industry in marketing a product determines the 
demand and the popular price levels, and designs its 
factory, machinery, and organization, to produce and 
distribute the maximum volume at the minimum cost. 
In the past two decades mass production has stead- 
ily increased quality and decreased prices—consider 
the quality cost and the universal use of the automo- 
bile of today with that of 1916, 

In the same period hospital buildings have multi- 
plied—the patient now receives more and _ better 
treatment in a shorter period of time but the costs 
have doubled. Unquestionably the high price of 


hospital care is largely responsible for the wide gap 
between hospital use and the potential demand. 


The Burden of Empty Beds 


This Committee’s 1935 Report* dealt with the 
general over-expansion in the hospital field and dem- 
onstrated that the most wasteful thing in a hospital 
was a bed which was never needed; and that what 
was spent to carry 87,500 superfluous beds would 
have paid for a fifth of the total work of the general 
hospitals. 


With over four hundred million dollars sunk in 
excess hospital beds there is food for thought in the 
fact that more than 600 construction projects that 
have been listed since early 1934, aggregating over 
$125,000,000, including new hospitals, additions, and 
alterations in all types of institutions—public and 


private. Is history repeating itself? 


Additional Hospitalization Still Needed 


While statistically the country has more acute beds 
than it requires the distribution is very uneven, 4 





*In 1984, 4,063 general hospitals which gave a total of 
80,650,000 days’ care representing an occupancy of sixty per 
cent had 87,500 more beds than they used or required for 4 
twenty-five per cent reserve. At an average investment of 
$5,000 per bed this represented a total of $437,500,000 Jin 
non-productive capital. At an average of $400 per bed for 
interest and depreciation and $300 for ‘‘readiness to serve 
costs, the annual fixed charges on the excess beds would 
amount to $61,250,000. 
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large proportion of the surplus being in the large 
cities, while many growing suburban and rural dis- 
tricts are insufficiently supplied. 


There are countless communities which failed to 
grasp the opportunities to build themselves new hos- 
pitals in the golden days when funds were easily 
raised. There are innumerable hospitals housed in 
old buildings with beds filled to capacity, depart- 
ments never contemplated in the original plan 
crowded in wherever space could be found, plumb- 
ing and heating almost beyond repair, and much es- 
sential equipment more appropriate for a museum 
than for active service. 


Many such hospitals are bravely carrying on with 
a loyal and devoted staff doing a martyr’s job in a 
hair shirt. The Trustees are faced with urgent 
necessity for action. The old plant seems hopeless, 
yet it is equally hopeless to scrap it and finance a 
new one. What ought to be done? What can be 
done? How can it be accomplished? Is the old 
building worth remodeling? If a lot of money is 
spent on it, will it still be just an old building or can 
it be made to serve modern needs in a modern way? 
If it is structurally sound and lends itself to a prac- 
tical re-arrangement and convenient connections to 
a new wing, the answer is usually emphatically 
“Yea” 


Can the Money Be Raised? 


Millions have been given in the past for new hos- 

dS 
pitals and the public will continue to contribute for 
modernization. 


Before the depression one fund- 






can be demonstrated to the 
community ; 


Second: Go to the public in 
a well organized way supported by constructive pub- 
licity. If the money is really needed it will be forth- 
coming. 


New Hospitals for Old 


The story of Aladdin's lamp is an oft-told fairy 
tale. In these practical days one cannot conceive of 
rubbing a Mazda bulb and bringing forth “New Hos- 
pitals for Old.” Yet it will be illuminating to con- 
sider a few cases where an old building has been 
rearranged, rejuvenated, and added to and the hos- 
pital reborn to render another life of service. 


To reduce a general problem to an individual in- 
stance takes the experience of one which has found 
the way and is perhaps typical of the largest number 
of cases where such a problem exists (Hospital C in 
table, Page 8). 


In a city of about 20,000 people and serving a 
larger area with twice as many people is a single 
hospital. It was organized in the early nineties and 
housed in a remodeled dwelling. In 1910 it proudly 
achieved a new and, for those days, in every respect 
modern institution with 95 beds, the old building 
being converted into a nurses’ home. Twenty-five 
years have passed. The once modern hospital is now 
overcrowded with extra beds in wards and solaria, 
maternity patients and children scattered among med- 
ical and surgical cases, the x-ray department in the 
basement between the kitchen and laundry, the lab- 
oratory built on to the nurses’ home, which is also 
used as overflow for patients. It has but one major 
operating room, minor surgery being relegated to 








The Out-Patient Waiting Room Before Remodeling 


the anaesthetizing room. There is no provision for 
out-patients save in the emergency room, which is 
barely large enough for the table and equipment. 
Here must be treated the steady stream of accident 
cases from the factories and the numerous automo- 
bile casualties inevitable on a main traffic route. 


In a space which would barely provide a respect- 
able office for the superintendent alone, are crowded 
the superintendent and secretary’s offices and the 
business and admitting offices. The housekeeper car- 
ries a bunch of keys like a goaler of old, to open 
fifteenewidely-scattered cupboards, closets and rooms 
in which are stored the innumerable hospital sup- 
plies—and the autopsy room is in their midst. The 
community is dissatisfied and the Trustees and Med- 
ical Society long deeply concerned over the situation. 


Two proposals have been considered : One to scrap 
the old hospital and build a medical center hospital 
with floors for doctors’ offices, a pharmacy, shops, 
etc., at a cost of $1,500,000; and the other to secure 
a new and better site and build a second hospital with 
100 additional beds at a cost of $750,000, continuing 
the old institution as an emergency unit. 


As neither of these plans appeared practicable 
either from the standpoint of the money which would 
have to be raised or the increased overhead, the 
Trustees called in a consultant to advise them. His 
recommendations, based on a careful survey of what 
the community and doctors needed, contemplated a 
complete metamorphosis and an entirely new picture. 


The main entrance—through landscaped grounds 
to a dignified central unit—replaced an end door on 
a narrow street. A new wing balances the old and 
is planned for future enlargements. The old build- 
ing, rejuvenated and rearranged, houses adequately 
administration offices, the laboratories, a new depart- 
ment of physical therapy, much needed clinic quar- 


ters, together with wards on the upper floors coni- 
pletely re-designed and re-equipped. An enlarged 
laundry, central storerooms, and ample emergency 
unit are in the basement. 


In the new wings are a kitchen for central tray 
service, dining rooms, and private and semi-private 
accommodations of the most modern type. The sur- 
gical suite has two major and one minor operating 
room with a large conference room adjacent. The 
normal capacity of 125 patients, through the elasticity 
of the plan, may be increased to 150 without over- 
crowding, or for a peak load to 175 by use of the 
solaria provided for ward and private patients on 
each floor. 


Instead of spending from $750,000 to $1,500,000 
for new buildings, as had been proposed, the city 
will require but $400,000 for the transformation of 
its plant. All needs will have been supplied. The 
hospital in effect will be as good as new, able to do 
better work for more people and the anticipated 
deficit will be smaller than before. 


Comparative Construction Costs 


It is always difficult to make any convincing com- 
parisons of hospital unit figures either of the “Cost 
per Bed” for construction or the “Cost per Day” 
for operation. The imponderable is, “What and 
how much the money buys.” The cost per bed is 
used here merely as a broad basis of appraisal. 


The nation’s average investment in hospitals, small 
and large, city and country, is estimated at $5,000 
per bed.* Metropolitan and suburban institutions 
range anywhere from $6,000 up to a reputed $15,000 
in the elaborate medical centers. An entirely new 
plant for hospital “C,” above described, would cost 
between $6,000 and $7,000 a bed. 


*Comittee on the Cost of Medical Care’s “Capital Invest- 
ment in Hospitals.” 
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A new seven-story wing, connecting with all floors of the old building, con- 
tains kitchens, five floors for patients, operating and delivery suites. The old 
building was reconstructed to house offices, laboratories, and dining room. A 
new two-story accident ward balances the out-patient wing. 


Here are listed a few old hospitals for which 
Aladdin has rubbed his lamp, showing what they 
spent and what they gained in capacity at a cost, 
per bed, but a fraction of the new. Some of the 
costs are final, some budgeted ; all include construc- 


tion equipment, furnishings, and professional fees. 

Average 
Cost for 
All Beds 


Old Beds 
Capacity 


360 510 
95 125 
125 175 
100 200 

Nurses’ Home 62 86,000 

149 220 450,000 
As the old buildings have been salvaged instead of 
scrapped we may be justified in most instances in 
making no allowance for their value in considering 
the “Cost Per Bed’ of the “New” hospital as re- 

juvenated and enlarged. 


New Beds 
Capacity Cost 


$1,300,000 
730,300 
396,759 
559,500 
510,604 


Hospital 


Hospital “B’s” six story addition provides a new 
“hub” with enlarged administrative offices, x-ray, 
surgical, and delivery suites, with four floors for 
patients. As alterations were limited the resulting 
“Cost Per Bed” is not comparable. 
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Hospital “F,” having discontinued its training 
school, converted five floors of its nurses’ home into 
a maternity department, remodeling the classroom 
floor for a delivery suite, the ground floor lounge for 
a prenatal clinic, the school laboratory into a central 
diet kitchen, and three stories for private, semi-pri- 
vate rooms and wards. 


In many of these projects a degree of moderniza- 
tion has been accomplished which would not be be- 
lieved possible. Old handicaps have been done away 
with, inconvenient arrangements of rooms and wards 
corrected, services more appropriately located, un- 
necessary entrances and exits, always the bane of 
the superintendent, closed up and effective control 
of traffic and circulation brought about. 


Hospitals which were unable to make full use of 
their beds because of an inelastic plan have been 
able to increase from sixty per cent to eighty per 
cent occupancy. One institution which had 140 beds 
and an average of 65 patients was constantly obliged 
to turn away patients because beds of the type needed 
were not available. Its new plan is so designed that 





The Central Kitchen Before Remodeling 


an average occupancy of 95 patients will be entirely 
practicable in but 130 beds. 


Analysis of Space and Construction Costs 


The modern hospital, with its multiplicity of me- 
chanical and technical requirements, is unquestion- 
ably the country’s most expensive type of building, 
Federal Monuments excepted. Yet a surprisingly 
small part of its floor space is actually devoted to 
patient beds and facilities for bedside care. 


An analysis of the three units of a well designed, 
well balanced and compact general hospital of 100 
beds shows that but sixty per cent of the floor 
area of the hospital proper and forty per cent of the 
total of the hospital, nurses’ home, and service build- 
ings, is devoted to the direct care of the patient. In 
many plans only twenty per cent to thirty per cent 
of the space is so used, obviously far from econom- 
ical proportions. 

Here is a measure of encouragement for the im- 
pecunious hospital (and aren’t we all?) which needs 
a larger and better plant. It can rearrange its old 
buildings to accommodate more than half its activi- 


ties and limit new construction largely to the actual 


housing of patients. 


Another yardstick of value in considering the pos- 
sibilities of modernization is available from a break- 
down of construction costs of ten new hospitals, 
which showed that forty-five per cent of the total 
expenditures is in the shell of the building, thirty 
per cent in the mechanical plant and equipment, and 
twenty-five per cent in finishing-plastering, painting, 
flooring, doors, trim, etc. 


Better Hospitals 
If the hospitals’ future success lies in finding ways 
to reduce its charges to patients, it is necessary to 


build a plant which will produce its commodity, 
“hospital care,” at minimum cost. To insure this 
we must, when we plan for maintenance, deprecia- 
tion, and repairs, start the day the building is fin- 
ished. 


The hospital needs the same promise of salvation 
which is appearing on the railroad horizon where 
revolutionary changes in design and construction 
have developed streamlined passenger trains of one- 
third the weight which have fifty per cent greater 
speed at half the operating cost of those they replace! 


It is stated that during the depression industry has 
been averaging an expenditure of $750,000 a week 
in research. There are many significant improve- 
ments in building materials, mechanical equipment, 
and methods costing less or little more than what we 
have been using which no new or remodeled hos- 
pital can afford to omit from its specifications be- 
cause of the lowered cost of operation and mainte- 
nance as well as the greater comfort for the patient 
which they insure. 


Elimination of Noises 


Acoustical materials with double the efficiency of 
ten years ago are available at half the former price: 


Five and a half inch sound-proof partitions of 
light materials replace the nine inch thick twin tiers 
of masonry blocks, giving equal results at a fraction 
of the cost. 


Floor slabs of light porous concrete are more 
sound-proof and reduce the steel tonnage. 


The friction hinge and roller lock have banished 
the slamming door and rattling latch at a material 
saving over the inappropriate office building hard- 
ware still so generally used. 
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The original two-story non-fireproof hospital was converted into administra- 
tion building with kitchen and dining rooms, x-ray department and laboratories. 
The new seven-story pavilion is devoted entirely to patients and the operating 
suite. The nurses’ home was designed as a future hospital unit with permanent 


fixtures but temporary partitions. 


Machinery can be insulated to contrel the vibra- 
tions which pulsate through the building in the quiet 
of the night. 


An especially notable improvement is a flush valve 
and toilet which is substantially noiseless. 


Metal cabinets, cracked ice chests, bed pan wash- 
ers, metal pan, and urinal racks, even the galvanized 
iron waste can and mop pail, have been effectively 
silenced. 


During construction noise can be minimized by 
using mufflers on steam shovels, air compressors and 
concrete mixers, and the torturing racket or riveting 
is eliminated by welding the steel. 


Building Insulation 


Walls, roofs, and windows may now be effectively 
insulated to prevent air leaks and heat loss, making 
the building cool in summer and warm in winter, 
with almost unbelievable savings in the cost of the 
heating plant and its fuel consumption. 
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Air Conditioning 


Modern air conditioning is being steadily improved 
and widely considered, but because of the cost, cir- 
cumspectly installed. Equipment is available which 
will provide a controlled volume of fresh filtered 
air and humidification at prices which the hospital 
can afford, and ingenious engineers have supplied 
cooling and dehumidification, the most extravagant 
elements of air-conditioning, for operating and de- 
livery rooms at a practicable cost by small additions 
to the domestic refrigerating compressor capacity. 


A recent development of major significance is the 
use of ultra-violet rays for destroying air borne 
pathogenic bacteria in operating rooms and killing 
micro organisms that ruin meat, bread, cake, etc., in 
refrigerated store rooms. 


Piping 


Seamless copper tubing with sweated joints is 
being substituted for brass, steel, and iron pipe for 
water supply and hot water heating. It is inexpen- 








Ground Floor Space Used for a Repair Shop 


sive, will not leak or corrode and is particularly 
valuable for replacement in old buildings. 


Electrical Equipment 


Nurses’ call, doctors’ paging, and in and out reg- 
isters have been materially simplified and the cost 
nearly halved by the use of the Neon Lamp and 
silent mercury switch. 


Dietary 


Improved types of mechanical conveyors, food 
trucks, and better organization are giving the patient 
better meals through central tray service at material 
savings in food waste and labor. 


There is a new, highly insulated coal range of 
Swedish design recently introduced into this coun- 
try which presents great possibilities for economy, 
better cooked foods, cool kitchens, and scrupulous 
cleanliness. 


Nineteen hospitals which have installed them re- 
port an average saving of $40 per month in fuel 
per range. In one recently remodeled kitchen two 
of these ranges of the latest improved design have 
replaced old equipment consisting of three gas ovens, 
broiler and bake oven, steam vegetable cooker, cereal 
cooker, and stock pot. This hospital, which has a 
capacity of 75 beds, reports a saving of $75 per 
month in fuel on an investment for the new ranges 


of $1,250. 


In furniture, improved beds, springs and mat- 
tresses, bedside and overbed tables are being offered 
at prices which are reasonable. 


These are but a few of the new developments 
available for greater hospital proficiency. 


Modernizing the Power Plant 


Engineering services play a major part in the 
hospital’s economic structure. In round figures, thir- 
ty-five per cent of the construction cost of the build- 
ing is spent for power, heat, plumbing, elevators, 
sterilizers, kitchen and laundry equipment, and elec- 
trical services. The cost at which each operates is 
the thing which counts. 


Few hospitals know how much steam they use or 
what it costs to produce it. One large institution, 
with a power plant representing an investment of 
over $350 per boiler horsepower, has a boiler room 
cost of 35 cents per 1,000 pounds for generating 
steam and a total, including interest and depreciation, 
of 98 cents per M. Another in the same district, 
which spent but $100 per boiler horsepower for a 
simple but highly efficient plant, has a total cost for 
steam at 48 cents, of which 21 cents is for fuel, labor, 
and repairs in the boiler room. 


The most economical kind of fuel available and 
the most efficient type of boilers, stokers, or oil burn- 
ers must be predetermined and proper gauges and 
meters provided so that heat and steam waste can 
be checked. The engineer’s records are as impor- 
tant as those of any other department in the hos- 
pital. Costs can be controlled only by knowledge 
of the amount of B.T.U.’s produced by different 
grades of fuel and how much steam is used for heat- 
ing, laundry, etc. 


In an expansion and remodeling project, modern- 
izing the power plant and renewing piping and fix- 
tures invariably presents an intricate and difficult 
problem, but also a great opportunity for overcom- 
ing ancient handicaps and excessive expense. Most 
old buildings are extravagantly overheated, few have 
any protection against heat loss, with the result that 
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Former Repair Shop Converted Into a Dining Room 
for Colored Nurses 
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Seven buildings erected from 1867 on, with inter-communication only through 
a basement corridor, with the main entrance at one corner of the administration 
building. The laboratory is to be enlarged for administration. A new seven- 
story private and semi-private pavilion connects all floors of the medical and 
surgical buildings, which are remodeled for ward patients. 








from twenty per cent to thirty per cent of the fuel 
consumed is wasted. There is a further loss in main- 
taining steam at a constant high pressure in long runs 
of pipe to sterilizers and other equipment which 
are used but a few hours a day. 


Many leaks in the power plant go on uncontrolled 
and unrealized, year after year. Here is one of the 
few places where major economies can be made with- 
out affecting standards of service. In a number of 
the rejuvenated hospitals above listed dramatic re- 
sults have followed the creation of a new power 
plant out of an obsolete one with a surprisingly small 
investment. The heat loss through old roofs and 
windows has been stopped. Steam heat, unpleasant 
and unhealthful, but customarily used because it is 
cheapest to install, has been replaced with the more 
comfortable and far more economical circulating hot 
water. In new wings, insulated walls and windows 
make possible the use of piping and radiators less 
than half the normal size with a corresponding sav- 
ing in fuel. 


lake hospital “A”: The old buildings had a cubic 
content of 1,813,000 cu. ft.; the additions 1,860,000 
cu. ft. The new buildings were carefully insulated 
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to meet the fluctuations of a severe Canadian climate. 
A new boiler plant replaced the old one; yet, due to 
the carefully worked out details for the reduction 
of heat and power consumption only ten per cent 
more coal is required for buildings of twice the cube 
—with many air conditioned rooms—than was con- 
sumed before the additions were made. 


In hospital “D” the four original buildings had a 
bulk of 715,000 cu. ft.; the new fireproof wings 
added 638,000 cu. ft. Again, thanks to insulated 
walls and roofs and double Thermopane glass in 
tight windows, the two old boilers, given new feed 
pumps and other equipment, proved sufficient to 
carry nearly twice the previous load using no more 
fuel than was burned before. 


The Consulting Engineer 


The average superintendent and trustee has little 
knowledge of what the engineers’ department should 
cost. Building committees have been known to de- 
vote but a few minutes in the consideration and 
approval of mechanical plans and specifications in- 
volving expenditures of from $100,000 to $200,000, 
when they spent hours picking out hardware and 





Practically Waste Space Converted Into a Waiting 
Room for Colored Patients 


determining color schemes. Nothing is more im- 
portant to end results than the early selection of a 
competent consulting engineer. He should be ex- 
perienced in hospital problems, resourceful and eco- 
nomically minded, able to analyze and get a clear 
conception of what each problem is and then solve 
it simply. 


In one remodeling job, after the plans were drawn 
the engineer saved $10,000 by using inconspicuous 
exposed conduits for the new nurses’ call system 
instead of cutting them into the plaster as specified ; 
in another, $12,000 was saved by reconditioning the 
boiler plant instead of installing a new one. 


Old Hospitals for New 


A new hospital, to qualify as “modern,” should 
incorporate the best which the past has given and 
remedy the defects and weaknesses of its prede- 


cessors., 


If we broadly appraise the trends in hospital de- 
sign during the past two decades we find— 


More consistent progress in the scientific than in 
the business side. 


Tendency in the space budget to overemphasize 
the professional at the expense of administrative and 
non-professional necessities. 


Tendency to overlook many major and minor im- 
provements which would contribute to the comfort 
and peace of mind of the patient. 


Too frequent disregard of the essential details of 
soundly conceived plans and specifications which 
minimize overhead, maintenance, and operating costs. 


Reluctance to revise ideas, discard impractical ex- 


periments, and above all to simplify the building and 
mechanical plant. 


If we indulge in our salutary American habit of 
self criticism we are forced to admit that too many 
of our newest hospitals, when measured by the yard- 
sticks of economy, utility and comfort, fall short of 
the ideal. 


There is a hospital built for public wards at a cost 
of $9,000 a bed (perhaps twice what was warranted). 
It was constructed of reinforced concrete, the noisi- 
est possible type of structure, but with all the lavish 
expenditure not a single dollar was spent to insure 
quiet. 


There is a costly dispensary planned upside down 
and backside to: With the dental, eye, ear, nose and 
throat, and allergy clinics on the ground floor the 
patients going to orthopedic, prenatal, medical and 
surgical clinics must climb the stairs to the second 
floor! The medical and cardiac rooms, instead of 
facing the quiet gardens, look out on a street crowded 
with traffic, the roar of which would make it difficult 
to hear an alarm clock through a stethoscope, to say 
nothing of heart murmurs. The staff dictated the 
planning, but no one represented the patient and 
management. The treatment units can accommodate 
six hundred visits a day but the space left for ad- 
ministration and waiting patients is crowded with 
but half that number. 


There is a monumental center with ten entrances, 
each department conceived as a self-contained unit in 
a self-contained wing, with its own admitting de- 
partment, clinics, and superimposed wards. Consider 
the cost of staffing ten entrances for patients and 
visitors, the confusion when the medical patient of 
today is transferred to surgery tomorrow, the in- 
convenience when an excessive deficit closes most 
of the entrances and patients and visitors must be 
re-routed through the building. 


Policies and Standards 


If we are to meet the problems of the future ef- 
fectively, there must be a reconsideration of many 
hospital policies and practices and a redefinition of 
hospital building standards. In the struggles of the 
past years to cut the deficit we have learned that 
the greatest waste in hospital operation is avoidable 
waste; in excess beds, inelastic and unbalanced de- 
sign, in exorbitant overhead due to over-large, over- 
elaborate, over-complicated hospital plants. 


Management must be made more nearly self-sup- 
porting, We have too long adhered to the fallacious 
economic principle of expecting the small group of 
the well-to-do who happen to be sick to pay a suffi- 
cient profit to meet the cost of the care of the charity 
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patient ; and we must face the fact that society can- 
not much longer defer paying the doctors for their 
care of the poor. 

Community Planning is of the first importance. 
This committee’s recommendations of last year have 
already borne fruit in many places—that a prerequi- 
site to further expansion shall be a Certificate of 
Necessity issued by a representative Hospital Council 
after a careful survey of resources and needs. 

The individual hospital is but one unit of the com- 
munity’s entire hospital service. It is apt to be pre- 
occupied with its own problems and interests, but 
whatever its affluence or prestige it should not as- 
sume on its own responsibility to add facilities which 
the community does not absolutely require. Even 
a memorial building erected and endowed by a gen- 


erous donor may prove a public liability by provid- 
ing beds which are not needed. The public pays 
the bills and its interests are paramount. 

For the planning of our_ buildings, which has 
brought the American Hospital to its present posi- 
tion of preeminence throughout the world, sincere 
tribute is due the great architects and engineers who 
have labored through the years in our interests. The 
public has gladly and generously poured out millions 
for the hospitals which they have built. We give 
them now a new and greater challenge. We cannot 
lower our standards of service, but where in the 
past we have spent two dollars we now can spend 
but one. It is for them to create more simple but 
no less effective structures which will make progress 
safe for the future. 








The Hospital Service Plans Benefit 720,000 
Employed Persons and Their 
Dependents 


Approximately 720,000 employed persons and 
their dependents are subscribers to group budget- 
ing plans for hospital care in the United States. Of 
this number more than 600,000 are enrolled with 
thirty-five non-profit hospital service associations, the 
eighteen largest reporting 374,000 employed subscrib- 
ers and 212,000 dependents on January 1, 1937. Each 
non-profit association is conducted on a city-wide or 
state-wide basis and offers free choice among a group 
of participating hospitals which sponsor the plan in 


each community. 


Single-hospital plans and those privately operated 
account for 120,000 subscribers and dependents, of 
which 20,000 are enrolled with Baylor University 
Hospital in Dallas and another 40,000 with organi- 
zations in Dallas, Houston, and San Antonio. None 
of the foregoing data include the plans limited to 
personnel of single enterprises, schools, or colleges. 


Group hospitalization is meeting friendly accep- 
tance by industrialists, workers, and public officials. 
Suitable legislation for regulation of hospital service 
plans by departments of insurance has recently been 
passed in Massachusetts, and is being sponsored by 
hospital groups in Iowa, Pennsylvania, Maryland, 
and Georgia. 
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EIGHTEEN NON-PROFIT FREE-CHOICE HOSPITAL SERV- 
ICE PLANS REPORTING MORE THAN 5000 TOTAL 
SUBSCRIBERS AND DEPENDENTS, AS OF 


JANUARY 1, 1937 
Employed 
Headquarters Year Sub- 
or Area Served Organized _ scribers 


Birmingham (State), Ala. 1936 3,719 
Sacramento, Cal. ........ 1932 9,217 
Wilmington, Del. ........ 1936 4,299 
Washington, D. C 1934 30,000* 
New Orleans, La........ 1933 13,378 
Minneapolis and St. Paul. 1933 33,043 
St. Louis, Mo 1936 6,230 
Newark (State), N. J.... 1933 13,067 
New York City 1935 147,947 
Rochester, N. 1935 30,485 
Syracuse, N. Y 1936 7,872 
Chapel Hill (State), N. C. 1935 12,057 
Durham, N. C 12,300 
Cleveland, Ohio 38,620 
Kingsport, Tenn. ........ 1935 2,197 
po Se, | a arr 3,432 
Bluefield, W. Va 3,500 
Charleston, W. V 2,961 





Total 374,324 


*Estimated. Not official. 

Note: Non-profit associations recently formed 
and others with less than 5000 employes on January 
1, 1937, were active in the following communities : 
Oakland, Chicago, Louisville, Buffalo, Albany, Ge- 
neva, New York; Jamestown, New York; Norwalk, 
Connecticut ; New Haven; Rockford, Illinois; Rich- 
mond, Virginia; Wise, West Virginia; Ashland, 
Kentucky. 
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Hospitals in the Flood Areas 


As we go to press the Ohio and Mississippi floods 
have not reached their crest. The damage to prop- 
erty and the loss of life are mounting. Our hos- 
pitals located in Portsmouth, Cincinnati, Louisville, 
New Albany, Evansville, Cairo, and other Ohio River 
Cities have worked valiantly to serve the sick and 
injured and have been refuges for women and chil- 
dren—the victims of the flood. Many of our hos- 
pitals in these cities are flooded, their electric service 
cut off, their water supply limited, and their food 
stores are becoming rapidly exhausted. 


In its wake the flood will leave thousands of sick 
to be cared for, and our hospitals are handicapped 
by damaged plants and equipment and a personnel 
wholly inadequate to meet the demands that wi!l be 
made upon them. They are discouraged, disheart- 
ened, and worn out with the toil which the flood has 


imposed upon them. 


The American Hospital Association has wired, 
asking in what way it can serve; what it may do to 
help the hospitals in the flooded cities. While the 
American Red Cross, the states, and the Federal 
Government will render all possible assistance, still 
the hospitals will need help where they can secure it. 


In this most extensive of flood disasters, the hos- 
pitals have done nobly. The physicians, nurses, and 
other personnel have worked day and night, and 
they must have someone to relieve them. As bad as 
conditions are now, they will become worse for our 
hospitals should the threatened epidemic of conta- 
gion and disease become a reality. 


Our hospital association, through their various 
state organizations, can help our flooded hospitals. 
If appeals for equipment and personnel come from 
the devastated areas we must help. We must help 
save the hospitals. But more than that, we must help 
the hospitals save the people of their communities. 


We can best help individually by contributing as 
much as we are financially able to the Red Cross for 
flood relief. But we can make a larger contribution 
if we are asked to do so by sending promptly hos- 
pital supplies, drugs, dressings, food, and equipment. 

Let us help our hospitals as we, ourselves, would 
hope to be helped should we ever need it—as they 
need it now. 
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Why Hospitals Need 
Financial Help 


Voluntary hospitals as well as others are founded 
and operated to take care of the sick poor, within 
the limits of their financial resources. Hospitals 
may not always be able to control the volume of 
care for charity patients who seek their service. 
Business methods and good business procedure 
seldom decide the policies of the hospital so far as 
the admission of charity patients is concerned. As 
a result, practically all voluntary hospitals create 
a deficit through the dispensing of their charity. 


As their charity service increases—as it has in- 
creased during the past few years—and as operating 
costs mount higher, the operating deficit, once 
created, grows larger each year, and our hospitals 
are forced to observe one of two policies: either 
reduce the volume of their charity service, or ask 


for increased public financial support. 


The latter policy is much better to adopt and fol- 


low. An appeal to the public for support is an 
appeal to reason. As long as the voluntary hospital 
continues to discharge its function as a charitable 
organization, as long as it takes care of the com- 
munity sick who cannot pay for their service, just 
as long will the public continue and—as necessary 
—increase its philanthropy and help the institution. 

The curtailment of charity service must, of course, 
follow when the public shows its indifference to 
the needs of the hospital. But when poor people 
are sick or hurt and need to be brought back to 
health, when the hospital is valiantly laboring to 
that end, then it is to the interest of the public to 
support their hospitals. And the public will recog- 
nize and discharge their responsibility. 


“Both the cost of operation and the case load 
have increased. But it has increased for another 
reason. The science of medicine and the technique 
of modern chemistry and industry have made avail- 
able new means of diagnoses and treatment, which 
—though expensive—are indispensable to a modern 
hospital,” says an editorial in The Providence 
Journal. “To have knowledge of ways to relieve 
human suffering, yet not to employ it would be 


deplorable.” 


The hospital is not a mendicant when it asks the 
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public for financial support. It is good business 
policy for the hospital to ask and secure financial 
- help from the public; and it is good business for 
the public to help the hospital to care for the 
charity load. It means a saving in dollars and 


cents to both. 
© ee ee 


Our Friends—The Exhibitors 


In this issue we chronicle the death of a man 
who, although his business interests were intimately 
concerned in merchandising to hospitals, was— 
aside from that—their sincere friend and supporter. 
He was as unwavering in his devotion to their inter- 


ests as he was to his own success. 


He was for twenty years an active member of 
the American Hospital Association. He was the 
first exhibitor at their annual conventions. In all 
that time he never missed a convention of the As- 
sociation, and in all that time his concern for hos- 


pitals never grew less. 


He helped to organize the Hospital Exhibitors’ 
Association—a group of men who participate year 
after year in our conventions. They come with 
us in the same spirit as Mr. Widmer came; not for 
selfish purposes, not to increase their sales to hos- 
pitals alone, but to help hospitals ; to counsel, advise, 


and in many cases to guide them in securing the 
most dependable supplies. Some of these represen- 


tatives are members of hospital boards of trustees. 
Every one of them contributes from their private 
finances to the support of our institutions. 


Their Association is composed of many men who 
have shown their faith in hospitals and in the 
American Hospital Association through the years. 
They belong. 
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The Community Hospital 


The number of community hospitals—those that 


are or will be located in small centers or in rural 
towns—is increasing. Generally they are tax-sup- 
ported, and their construction is made _ possible 
through Federal funds. Less frequently they are 
voluntary hospitals; and occasionally they are built 


and endowed by some philanthropist. 


Many community hospitals have an enviable rec- 


ord of service. They have been constructed along 


modern lines, equipped in an acceptable fashion, anc 
are staffed by medical men of skill and training. 
The character of the professional service which 
they render will average well with that of hospitals 
similarly located. They have filled a community 


need, and in a satisfactory manner. 


But these hospitals have been constructed after 
a careful survey of the community necessities, the 
community resources, and the qualifications of the 
medical men who are to staff them have been de- 


termined. 


The hazard that lies in the sudden increase in 
construction of small community hospitals is a real 
one. In many instances little if any thought is given 
to existing and conveniently close hospital facilities. 
Little consideration is given to the burden of the 
financial support of the hospital as a continuing pro- 
gram. No acceptable analyses are made of the 
qualifications of the medical men who are to staff 
them. And no logical conclusion has been arrived 
at as to the community necessity for the hospitals. 
Some vociferous citizen has said, “Let’s build a 
hospital,” and a hospital building is built!—but not 


a hospital. 


Such institutions are foredoomed to a tragic 
existence, and many of them to ultimate failure. 
They have small prospects of success. Government 
should encourage the construction of hospitals where 
they are needed, and in extreme cases it should 
provide for the services of a competent staff. Both 
Government and the public should discourage any 
new project of this kind until a survey has been 
carefully accomplished and the need for the hos- 
pital is assured. 
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Hospital Administration as a 
Profession 


Hospital administration is a profession; it is not 
a trade; and it is not one of the usual vocations. 
Men and women have become members of this pro- 
fession as a choice of their life’s work, and by study 
and training and applied experience they have 
reached an enviable position among its leaders. 


Physicians, nurses, ministers of the church, and 
lawyers have deliberately chosen it as their life’s 
profession, and they too have established their 


places of prominence in its ranks. 
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To the younger man or woman who is about to 
become a member of this profession, it should mean 
what it has meant to those who have succeeded be- 
fore them: a lifetime of honest endeavor towards 
proficiency in their chosen work. 


The American College of Hospital Administra- 
tors is composed of men and women who are recog- 
nized as qualified in the teachings and training of 
one of the youngest of the professions—but a pro- 
fession which has fine traditions—which men and 
women of rare accomplishments have graced. They 
are bringing hospital administration into its own, 
and they have established it as a profession in its 
own right; by virtue of what it has done and is 
doing in the social scheme; and because of its past 
performance in the field of public welfare. 
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A Hazard for Hospital 
Service Plans 


There is danger ahead for Hospital Service Plans 
that do not give considerable thought to the selection 
of the man who is to direct the activities of the Asso- 
ciation. To be swayed in decision because a man 
is a fine fellow, because he has sold life insurance 
or knows somebody who hires a large number of 
people, is not only short-sighted, but extremely 
costly. A low salary does not mean economy but 
quite the reverse, and entrusting the reputation of 
your hospital in the hands of a low-paid, poorly- 
informed director seems to us to be the last word in 
poor judgment. 


Service Plans are designed to furnish a hospital 
service to subscribers, the hospitals being paid only 
for the service rendered so that there is no incentive 
to keep people from going to a hospital if this serv- 
ice is recommended by their own physician. Some 
insurance companies are apt to fall back on techni- 
calities in preventing the payment of claims, but 
good service associations should never question the 
doctor’s decision. Service Associations do not seek 
a profit while insurance companies must. The cost 
of operating a hospital Service Plan is considerably 
less than operating an insurance company thereby 
benefiting subscriber and hospital alike. 

When it is considered that the Plan director in 
most communities will, in a few years, be running 
a business grossing from a quarter of a million to 
a million dollars a year, it seems preposterous that 


February, 1937 


such responsibility should be placed in the hands of 


unqualified persons. 


All Plans should remain under the control of the 
hospitals themselves. It is recommended that in 
choosing the director of your Plan you should weigh 
carefully the cost and danger of “cheap” help. Con- 
sider the reputation of your institutions, the responsi- 
bility of the Plan to the community, to the medical 
profession, and to the employers. When these con- 
ditions have been considered, there can be only one 
logical result—the selection of a man who knows 
something of the philosophy of hospitalization and 
the relation of the medical profession to hospitals, 
big enough to deal with important employers and the 
administrators of hospitals, human enough to deal 
with all classes of employees, and capable enough to 


operate a half-a-million-dollar business. 
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Preserve Your HOSPITALS 


Hospital literature is confined almost exclusively 
to articles, discussions, and information that is 
printed in the current issties of the magazines pub- 
lished for the hospital field. It becomes more valua- 
ble as it grows older and as the issues become rare. 
Many times our Library and Service Bureau is 
asked to locate articles that were printed twenty or 
twenty-five years ago. 

Hospital magazines become lost, misplaced, worn 
out, or are destroyed, and they can never be re- 
placed. The valuable literature they contained can 
be located only with great difficulty ; often not at all. 
No second editions are printed—no revisions are 


available. 


Your magazine, HOSPITALS, as well as other 
magazines, print as many copies of each issue as are 
needed for their subscribers and few more. During 
the past year the number of copies printed each 
month increased from 4,200 to 4,800. The issues 
of only five of the twelve months of 1936 are. at 
present available in this office, and but few copies 
for the other seven months. 


Bind your copies of HOSPITALS or file them in 
such a manner as to make them easily available. The 
bound copies of your magazines will constitute, in 
time, one of the most valuable reference works that 
can be obtained. The bound volumes will be a fine 
addition to any hospital library, and of increasing 
use to the hospital administrator and his staff. 





Planning the X-Ray Department 


CARL A. ERIKSON 


Architect, Chicago, Tllinois 


_. QUESTION, “How long should a 
man’s legs be?’—he answered with “Just long 
enough to reach the ground.” No words can add 
much of importance to that answer. But many 
kinds of legs will reach the ground; fat legs and 
thin legs; dancing legs and shuffling legs; even 
wooden legs seem to do pretty well at times. So 
in answer to the question, “How large should an 
x-ray department be?’”—a paraphrase of Lincoln’s 
answer is the only satisfactory one,—“Just big 
enough to do the job.” When we begin an analysis 
of that job we find the volume of work done is 
dependent on— 


(a) size of the hospital and the character of its 
service ; 


the size and kind of the out-patient (free 
or paid) service; 


the scientific standards of the physicians us- 
ing it; 
the economic standards of the community ; 


(e) the efficiency and attainments of the person- 
nel operating the department ; 


( f) the kind of equipment; 


(g) the idiosyncracies of those planning the de- 
partment. 


I propose to ignore the last two factors for I 
assume that a new x-ray department should be 
planned around modern equipment, and that, as far 
as possible, the planning of the department shall 
be free of personal bias. 


In re-studying the plans of twenty-five or thirty 
of the more recent x-ray departments, which we have 
designed, it was quite evident that no comparison 
based on the size of the hospital is worth while. 
Yet a unit of measure seemed desirable. That unit— 
it seemed to me—was the number of rooms in which 
the x-ray could be used. Such rooms are the “pro- 
duction line” of the department ; they determine the 
volume of business that can be done—if the equip- 
ment, accessory rooms, and personnel are properly 
proportioned to them. For short—we will call these 
rooms to which the x-ray may be applied the Ray 
Rooms—and use the number of these rooms as a 
measure of the size of the department. 


(Schmidt, Garden & Erikson were the Architects for all 
the departments used as illustrations.) 


Ray Rooms are of three different kinds— 
(a) diagnostic ; 

(b) therapeutic ; 

(c) a mixed type. 


The Diagnostic Group 

Into the diagnostic group fall all of the radio- 
graphic, fluoroscopic, dental, broncho-scopic, bi- 
plane and similar uses of the x-ray, in which the 
purpose is to visualize sub-surface conditions in the 
body and to record them by means of a photographic 
negative. To this diagnostic group fall the larger 
part of all ray rooms. 


The Therapeutic Group 
Into the therapeutic group fall all of the ray 


rooms in which the x-ray is used either for super- 
ficial or deep bodily treatment. Into the mixed 
group fall a number of rooms that are sometimes 
placed with the operating department, rather than 
in the x-ray department, such as the cystoscopic 
rooms and rooms for reduction of fractures, etc., 
under the x-ray, or those to be followed by a surgi- 
cal operation in the same room. 


The X-Ray Department in a Small Hospital 


In the smallest hospitals it may only be possible 
to find a place to station the portable x-ray and a 
convenient closet with a sink for developing. None 
of that kind is shown in the accompanying illustra- 
tions. The smallest of these is that of a 20-bed 
hospital at the Western Shoshone Indian Agency, 
consisting of an x-ray room and a dark room, with 
an area inside of the walls of but 264 square feet. 
From this one ray room the department may ex- 
pand by addition of doctors’ offices, viewing rooms, 
dressing rooms, operator’s booths, etc., until it at- 
tains the size of the Chicago Lying-in department 
with its 612 square feet for its 300 patients’ capac- 
ity—(160 mothers—140 babies). If we add the 
ultra-scientific University of Chicago standards to 
those of the Lying-in, it’s a bit startling to think 
that the tiny Indian hospital isolated in the deserts 
of northern Nevada and the Lying-in on the medic- 
ally-wise Midway each require but one ray room. 
The answer is, of course, to be found in the lim- 
ited use of the x-ray for obstetrical patients and the 
availability of the finely equipped and operated x-ray 
department in the adjoining Billings Hospital, of 
which it is but a sub-station. 
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In the Chicago Metropolitan area, the new COPLEY at Aurora cares for its 100 patients in 1,020 sq. ft. in 2 ray 
Tooms on the top floor right next to the operating department. 
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It should not be assumed that the Western Sho- 
shone arrangement is necessarily a satisfactory out- 
line for the 20-bed community hospital—or even a 
smaller one. Viewing the community responsi- 
bility of the hospital of 20 beds and smaller in its 
broadest phase—the assumption might very prop- 
erly be made that at such a health center should be 
pooled the community x-ray tools beyond the finan- 
cial resources of any physician, and available to all 
of them to the extent of their ability to make use 
of them. Such equipment would no doubt attract 
better physicians to the community—but apparatus 
beyond the understanding of the physician is waste- 
ful and sometimes dangerous. An extended discus- 
sion of this point is probably futile—so perhaps we 
had better leave this dog chasing its tail with the 
comforting thought that usually the small hospital’s 
funds are much too limited to be wastefully dan- 
gerous. 


The Equipment Should Decide the Size of the 
Ray Room 


The size of the ray room in this, as in all other 
units, can be determined only after the equipment is 
determined. It should” be remembered that a 
stretcher cart and sometimes a bed must be brought 
to the table side; that doors must be opened and 
closed; that the x-ray table must be accessible on 
all sides. 


Doors to all ray rooms should preferably be four 
feet wide to permit the easy entrance of a patient 
in bed. A case for the convenient storage of mis- 
cellaneous x-ray gadgets is desirable. Though few 
install them, a scrub lavatory in each room to en- 
courage the operator to surgical standard of clean- 
liness should be provided if possible. 


As the room must be used when darkened, a fan 
outlet is in order as a minimum of “air condition- 
ing.”” An exhaust fan is an added comfort when the 
room is used for long periods of time. 


Special electric outlets and switches are depend- 
ent on the equipment. For general room illumina- 
tion, an indirect ceiling fixture does the job pretty 
well. It should be supplemented by a separately 
switched colored bulb usually in the same fixture, 
whose control is often a foot switch at the table. The 
windows, and a window there should be unless a com- 
plete ventilating system (preferably with cooling) is 
provided, should have a shutter or a shade so that the 
room may be quickly darkened. Perhaps the most 
satisfactory method is the use of light-proof shades 
of which a number are on the market. The doors, 
too, should have an inexpensive form of weather- 
stripping to act as a light lock. 
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The floors can be anything you wish. Where ter- 
razzo is used elsewhere in the hospital, it is probably 
the most satisfactory floor. We have found few 
roentgenologists who agree with the International 
Society’s recommendation that the floor covering 
should be “insulating material such as wood, rubber, 
or linoleum.” 


A Control Booth Reduces the Exposure of the 
Operator to the Ray 


As x-rays, within the diagnostic ranges, are dan- 
gerous to those long exposed to them, a busy room 
should have a control booth to aid in reducing the 
exposure of the operator to the ray as much as 
possible. It need only be big enough for the con- 
trol panel and the operator. It should have a glass 
into the ray room, and sometimes a by-pass around 
the vision panel or a loud-speaking telephone to 
permit talking between the ray room and the opera- 
tor’s booth is an added convenience. By the very 
character of the work done under the fluoroscope, 
the operator must be in the room, consequently 
where an operator’s booth is provided in a single 
ray room unit, the controls are usually duplicated— 
one in the ray room, the other in the operator’s 
booth. 


Modern Apparatus Permits Both Fluoroscopy 
and Radiography on One Table 


Until fairly recently efficient fluoroscopic and 
radiographic equipment were two sets of apparatus, 
hence the next growth of the department usually 
resulted in a fluoroscopic and a radiographic room. 
As many patients are fluoroscoped before they are 
radiographed—this meant the patients were usually 
moved from one room to another—in the case of the 
stretcher patient the cumbrous procedure was from 
stretcher to fluoroscopic table to stretcher, to radio- 
graphic table, to stretcher again. But finally, to 
avoid this unnecessary handling of the patient, the 
manufacturers produced apparatus that permits of 
both fluoroscopy and radiography on one table with- 
out moving the patient. Soon any other sort of 
equipment will be as antique as the ox team. There- 
fore, while many of the drawings accompanying 
this article show separate radiographic and fluoro- 
scopic rooms—they should today be eonsidered. as 
two combination rooms. Even in those using this 
modern apparatus, each of the two ray rooms would 
probably have special uses. Either of them would 
be available for the run-of-mine pictures and fluor- 
oscopy, but one would probably have the special 
apparatus for the stomach series and the other, that 
for chests, etc. 


Both rooms should be provided with easily oper- 
ated light-proof shades, a single control stand in an 
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The unique site of Pittsburgh’s MONTEFIORE per- 
mitted grouping of all medical services and the out- 
patient department in a single building of which X-ray 
department occupies one of the upper floors. This 5 ray 
room unit uses 2,205 sq. ft. (including dressing rooms) 
to service 226 patients and an active out-patient depart- 
ment. 


operator’s booth, and the vision panels from the 
booth must usually have a light-proof shade or shut- 
ter. Even where the indicated volume of business 
clearly points to two ray rooms—it is very fre- 
quently possible to use but one transformer for both 
rooms—under special conditions even three rooms 
on one transformer is practical. 


Any department equipped to do the stomach pic- 
tures must prepare a barium meal. In those ex- 
pecting much of this work—a definite place for 
the preparation of the barium is a great convenience 
—the essentials are water and waste (a small sink 
will do), a cabinet for supplies, and an electric out- 
let to which an electric drink mixer may be at- 
tached. Where the volume does not warrant this 
special equipment (and it seldom does) many alter- 
natives will occur to everyone. 


A necessity for all larger departments and a con- 
venience in all of them, is a water closet adjacent 
to the fluoroscopic room, for the barium meal some- 
times results in quick and embarrassing eliminations. 
In the smaller departments, the water closet may 
often be conveniently combined with a dressing 
room; in the larger one, it should usually be placed 
adjacent to the fluoroscopic room that is especially 
equipped for gastro-intestinal work. 


The Treatment Room 


The third ray room is usually the x-ray treat- 
ment room. The voltages used range from 140,000 
to 1,000,000—and that’s something for an amateur 
to leave strictly alone. As the requirements of 
rooms for more than 200,000 volts are still uncer- 
tain and the equipment is all special—and appar- 
ently redesigned from hour to hour—little benefit 
would be gained by a description of what is now 
required to house that kind of equipment. While 
this is true in a measure of all x-ray equipment, as 
the 200,000 volt equipment. Therefore, while 
it should be in any new and vigorous development, 
it is especially true of all treatment equipment, even 
many treatment rooms are shown in the accompany- 
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In Saginaw’s ST. MARY’S in one wing of the top 
(6th) floor are the operating rooms; in the other wing 
laboratory and X-ray (see plan) and at the junction of 
the two are miscellaneous medical services, elevators and 
stairs. Thus are all the medical services concentrated. 
The area of this 2 ray room department is 783 sq. ft. 
(exclusive of waiting room), which serves all divisions on 
this floor. 
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One of Chicago’s great hospitals is MICHAEL 
REESE, which has this for the X-ray service of its 642 
patients. On the second floor it has its neighbors—other 
medical services and the operating department. It con- 
nects directly with only an elevator trip to patients in 
the main building, in the private patients’ building and 
in the children’s hospital. The dispensary, across the 
street, has its own X-ray unit—but more important ex- 
aminations of out-patients are made here. The area for 
this 7 ray room department is 3,600 sq. ft.—with corri- 
dor and outside walls the gross area is 4,725 sq. ft. 
Noteworthy are the dressing rooms—and this illustration 
of the possibilities of remodeling. 


ing plans, the reader should remember that they 
were designed for the equipment of yestermonth. 


Before designing the treatment room, it is ex- 
tremely important to know the equipment that is 
to be used in it. As the room in a new building 
must be designed about eighteen months before the 
equipment goes in and new developments are tak- 
ing place in the equipment during all that time, it 
should not cause surprise if adjustments need to 
be made. Certain fundamentals can be laid down. 
The room must be large enough to take the treat- 
ment apparatus (of wondrous variety) ; must have 
room to manipulate a stretcher cart alongside the 
table; and open and close all doors. The room must 
have good ventilation as the treatments are some- 
times prolonged. If possible a window should be 
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supplemented by a positive fresh air supply and ex- 
haust. Cooling should not be overlooked if funds 
permit.. The patient must be constantly observed 
while under treatment from an adjacent space. Pref- 
erably this space—large enough for controls and ob- 
server's stool should be shut off from the main cor- 
ridor to avoid distracting observers’ attention while 
treatment is under way. 


The transformers for the very heavy voltages are 
much larger than for the diagnostic (radiographic 
and fluoroscopic) x-ray, ofttimes requiring large 
floor areas and quite high ceilings. While they do 
not need a window, they should be supplied with 
fresh air; for an inside room a small duct leading 
to the outside is desirable. As some of these ma- 
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At the 50-bedded ST. CATHARINE’S at Kenosha 
this 3-ray room unit on the first floor is equally con- 
venient to the ambulance entrance, the elevator for in- 
patients and the main entrance for referred patients. 


Area 800 sq. ft. 





80 


chines are noisy it may be desirable to noise-insulate 
or absorb it to avoid annoying the patients. 


Special and Dual Use of Rooms 


The diagnostic and the treatment rooms are the 
basic elements of all x-ray departments. The larger 
departments will probably have specialized equip- 
ment in special rooms, such as the bi-plane machine 
and bronchoscopy, and the many others suggested by 
the ingenuity of the roentgenologist and the equip- 
ment manufacturers. A discussion of their require- 
ments is of little avail—buy the equipment first and 
build the room around it is the only sensible course. 

In all departments we must not overlook the pos- 
sibilities of a dual use of the rooms, e. g., it might 
be possible through careful analysis to demonstrate 
that a dental unit can share a room with the broncho- 
scopic unit and the work so arranged that there will 
not be any conflict. 


The Portable Unit 


The nomad of the x-ray family (the portable unit) 
It is probably the first pur- 


must not be forgotten. 



































chase of the very small hospital and in the large 


hospital it is indispensable. It may do its share of 
work in the department itself, but on occasion, be 
taken to the patient for bed-side service. Storage 
room for the unit is always needed. Sometimes it 
is kept in one of the larger x-ray rooms, sometimes 
in its own special closet. 

There are several procedures in which the x-ray 
is used that are very closely allied to other hospital 
departments. One of these is cystoscopy and its 
attendant-pyleograms. In any but the large hos- 
pital that is usually done in the x-ray department, 
but in those with a large G. U. department, it may 
be done in the operating rooms, or some in the 
x-ray department and other parts of it in the oper- 
ating rooms. 

Another room is that for fractures—a messy 
room, no matter where placed, but one that is both 
an x-ray and an operating room. In the smaller in- 
stitutions the portable will do the job in the oper- 
ating room; in the large ones dua! equipment may 
be necessary—one in the x-ray department, and an- 
other in the fracture operating room. 
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In Gadsden, Alabama’s HOLY NAME this interesting plan was developed. For its 120 beds—and 2 ray rooms— 


772 sq. ft. are necessary. 
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The x-ray is often needed for accident cases—not 
only for those who later become in-patients but also 
for the many casualties who are immediately sent 
to their homes. The old grey mare—the portable— 
usually takes on this service. 


A Room Needed for Developing and Filing Films 


In addition to the ray rooms, every x-ray room 
; must have a place to develop films, a place to view 
and discuss them, a place to file and record them, 
and a place to keep the business records. In the very 
small department all (except film developing) of 
these activities must take place in the single x-ray 
room. The business records will be very simple and 
generally kept in the main office; a single vertical 
filing cabinet in the x-ray room will be the film file; 
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SF 


a viewing cabinet in the same room will permit con- 
sultation and study. 


In its simplest form, the dark room may be any 
place that can be completely darkened for loading 
and developing films. The essentials are: a sink or 
tank for the developing, fixing and washing of films ; 
a shelf for storing unused films, casettes, and dark 
room materials ; a hook for film holders ; and a place 
to hang the films while drying. The size and kind of 
all these things necessarily depend on the volume of 
picture taking or radiography. It can be done in a 
space less than 3 ft. x 4 ft. 


In the small department, the dark room should 
adjoin the radiographic room for the doctor or 
technician is usually the only dark room attendant. 
In the large department, it is equally important that 
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In Sheboygan’s new 92-bedded MEMORIAL Hospital the first floor of one wing adjoining the entrance has this 
interesting plan, Three ray rooms, waiting room and viewing room occupy 1,097 sq. ft. 


it be adjacent to the radiographic rooms to reduce 
the “running” time between the two rooms. In the 
larger department, it is often more desirable to have 
it adjacent to the viewing room than to the radio- 
graphic room, so that wet films may be passed 
through for examination immediately after develop- 
ment. In the small department the doctor will view 
wet films in the dark room. 


Dark Room Conveniences 


As the volume of developing increases there is 
need for many conveniences—a separation of the 
loading and developing, heaters and fans (dryers) 
for films, thermostatically controlled developing tank, 
exhaust ventilation, cooling, and light-tight cabinets 
which permit the passing of film holders to and from 
the dark room. The maze—once thought to be an 
essential as an entrance to the dark room—is often 
considered wasteful of expensive space and of doubt- 
ful utility except in the intermediate sizes of depart- 
ment where it is occasionally (but more rarely than 
is assumed) necessary for the doctor to run into the 
dark room to view a still wet film. 


In the small department, the doctor or technician 
must do his own developing and loading, and can 


lock himself in; in the large one, there will be 
a full time technician, and in all of them pass cab- 
inets for dry and wet films and mechanical and 
electrical gadgets on doubled doors—with vestibule 
between—will maintain a light-tight condition with- 
out the wastefulness of the maze. 


Ruby lights should be placed over the developing 
tank, and the loading bench. A separate switch (we 
usually place them about five feet above the floor 
directly above the ruby light switch) for general 
illumination is desirable. It controls a single indirect 
fixture with one ruby light and one ordinary bulb. 


The doors must be light-tight, and that usually 
means air tight, consequently, in any but the smallest 
dark rooms some means, such as light, tight louvre, 
for fresh air supply should be provided. Any room 
with a dryer needs one of these as well as an outlet 
to the open air—unless the technician is to be baked. 
If the busy dark room can not be cooled it is prob- 
ably desirable to provide a controlable fresh air sup- 
ply duct from the outside. 


Usually the possibilities of single ray rooms are 
not exhausted until a number of other auxiliary 
rooms are added. The first of these is a viewing 
room—which is a combination office, file and record 
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room, and consultation room. In such a room the 
equipment will consist of a desk with or without files 
for business records; vertical file cabinets for stor- 
age of developed films; illuminated display cabinets 
for the films, a stereoscope usually, and a shade to 
permit the quick darkening of the room. Here, as 
elsewhere, fan outlets well above the floor should be 
provided to insure a perceptible movement of air 
in the rooms—when darkened. In the larger depart- 
ments—office, filing and consultation will be placed 
in separate rooms, and in very large ones, further 
sub-division is often desirable. Each of these rooms 
should be detailed to suit its purpose. 


Provisions Must Be Made for Waiting Rooms 
and Dressing Rooms for Patients 


If anyone has read this far he could not be blamed 
if he assumed that the x-ray department were to be 
merely a store house for equipment. But we must 
not forget that the department is for the service and 
treatment of the patient. 



































The patients in the average American hospital 
x-ray department are: 


(A) The in-patient, whether from wards or the 
deluxe private room service 

(B) The out-patient, from the dispensary service 
of the hospital 

(C) The referred patient, (for lack of a better 
term) one sent to the hospital for x-ray serv- 
ice only, and paying the usual charges in full 


The number of each of these will vary with each 
hospital and with the equipment, service, and per- 
sonnel of the department. Because of the large capi- 
tal investment involved it is not surprising to find 
that in the smaller communities there is often prac- 
tically no x-ray available except at the hospital ; and 
in the larger communities, that only in the hospital 
are special types of equipment to be found. 


Caring for the out-patient and the referred case 
complicates the planning and location of the x-ray 
rooms. Care of the in-patient is simple—the patient 
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Iowa—the MERCY at Davenport utilizes 4 ray rooms, and 1,800 sq. ft. of its first floor in nice relation to 
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The ST. CLOUD (Minn.) Hospital utilizes space adjoining other medical services for its 5 ray room department, 


caring for 175 patients. Exclusive of the galvanic, ultra-violet and diathermy rooms the area is 3,036 sq. ft. 


arrives at the appointed time, either on foot, wheel 
chair or stretcher cart. There need be no waiting, 
practically no dressing room space, and very little 
bookkeeping record is necessary. The out-patient 
and referred patient section, however, is as fluctuat- 
ing as a physician’s private practice—today an office 
full; tomorrow, none. And for both out-patient 
and referred patients, provisions not necessary for 
in-patients are imperative. Some place to wait pend- 
ing service, a place to partially disrobe, and for the 
G. I. Series, a place to wait between pictures; for 
treatments, a place to rest. 


In the small hospital, the waiting room is often 
the hospital lobby; the ray room itself becomes the 
dressing and rest room. In the next stage the office 
performs all of these duties, except that dressing 
rooms may be attached to the ray room. 


An increase in the volume of work that may be 
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In Chicago the 34-bedded BETHANY has this depart- 
ment on the first floor. Area, 312 sq. ft. 


accomplished in the ray room can be accomplished by 
attaching a dressing room to it (one is good, but 
two are better). They should be just large enough 
for an ambulant patient to partially disrobe— three 
feet by four feet is about the minimum. Hooks for 
clothes, a shelf with a mirror or a tiny dressing table, 
a light, a lock on the door with a key that patient 
may retain while in the ray room, are desirable 
details. 


The dressing room should be so arranged that the 
patient need not enter the ray room to use it, one 
good method being to have a door from the corridor 
and another into the ray room. Two such dressing 
rooms in connection with the ray room probably are 
just as effective as an additional ray room—and ob- 
viously, very much less expensive. In the very large 
department central dressing rooms (see Michael 
Reese Hospital Plan) should be considered. In each 
of its two large dressing rooms (one for each sex) 
are three dressing booths. In each of these there 
are three full length lockers, into which the patient 
places his clothes and for which he alone has the 
key. Thus eighteen patients may be taken care of 
at one time far more comfortably and expeditiously 
than would be possible if each of the six ray rooms 
had three dressing booths of the usual type. 


The waiting room too has its problems in the large 
hospital if a simple x-ray department serves both 
out-patients and referred patients, especially in the 
South with its color consciousness, and most every- 
where with its class consciousness, for “Mrs. 
O’Grady and the Colonel’s lady” are equally em- 
barrassed in each other’s presence. Separate hours 
will do something to overcome the difficulty. Sep- 
arate waiting rooms may do the job at some places; 
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in others, a simple x-ray equipment in the out-patient 
division is the only way out. 


Proper Protection Against'the Ray Is Important 


Protection of patient and x-ray personnel against 
the ray is very important, but equally important is 
the protection of those above and below, and around 
the activated x-ray tubes, especially those carrying 
the higher voltages. It should not be necessary to 
belabor this point for the memories are still vivid 
of the horrible scars of x-ray burns and in some 
cases, the gradual dismemberment and final death 
of some of the x-ray pioneers as a result. While 
the personnel have learned how dangerous these 
rays may be and how to protect themselves, many 
must be protected against their own carelessness. 
Then there are the persons, not in the department, 
but above, below and adjoining a powerful x-ray 
tube—who unknown to themselves, are exposed. 
Prolonged exposure to a weak ray is apt to be 
serious. It is, of course, the task of the roentgenolo- 
gist and the physicist to determine the amount of 
protection needed, and the architect to supplement 
that already available in the equipment by additional 
protection in the building. 


As a guide, there are available the recommenda- 
tions of the Joint Committee of the various Societies, 
and the U. S.. Bureau of Standards, and the Recom- 
mendations of the International X-Ray and Radium 
Protection Commission of the Fourth International 
Congress of Radiology, held at Zurich in July, 1934 
Unfortunately neither of these make any recom- 
mendations for voltages over 400,000. Nor do they 
seem to conform to the requests of the roentgenolo- 
gists themselves. Perhaps they are ultra conserva- 
tive, perhaps, in the case of the International group 
they were not made with American equipment in 
mind. Nor is the jumble of standards clarified any 
by the knowledge that one 1,000,000 volt machine 
was installed with 34” lead. lining on floors, walls 
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In the waste lands of WESTERN NEVADA—the 
Indians get their X-Ray service here. The hospital of 
20 beds is operated by the Indian Office—the area, 264 
sq. ft—the location, 1st floor—adjoining an out-patients’ 
examination room. 


and ceiling of the treatment room, and that one of 
the foremost x-ray physicists in the country recom- 
mended 1 foot of concrete for the same purpose. 
Obviously, the one to determine the amount and kind 
of protection is the roentgenologist as he and his per- 
sonnel are the most vitally interested. 


The heaviest protection is usually that provided 
for the operator, that between the control stand and 
the x-ray tube. But that is not all. Consideration 
must be given to protection between ray rooms; 
between ray rooms and offices, and between ray 
rooms and dark room. In the latter case because of 
the hazard to the worker in that room, but also 
because of the danger of spoiling films in the process 
of development. Both the necessity for, and the 
amount of protection between ray rooms depends to 
some extent on the use of the rooms and the strength 
of the ray. Obviously, personnel working in a ray 
room adjoining a high voltage deep therapy must 
not be subjected to unnecessary hazards. 


One of the best protections is distance. I under- 
stand the effectiveness of the x-ray varies inversely 


as the square of the distance. A square away—even 
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In Pittsburgh’s swank suburb—Sewickley—VALLEY hospital, this 3 ray room unit adjoins the Operating Dept. 
and other medical services on the 4th floor and cares for its 109 patients in 1,275 sq. ft. 
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At Chicago’s famed LYING-IN we find this One Ray 
Room department adequately cares for the service of 
150 mothers, and—you guess how many—babies, and a 
large Out-Patients’ Service. Location 1st floor—equally 
accessible to all classes of patients. Area 647 sq. ft. 


a 1,000,000 volt x-ray is unimportant. But it is not 
feasible to isolate each ray room. I call attention to 
this element of distance only because it should be 
considered in determining the amount of protection 
material to be installed. 


Lead Is the Standard Protective Material 


Lead is the standard protective material. It is 
commonly used around the tubes, plate holders, and 
on the tables. Other materials that have been exten- 
sively used are barium plaster, and lead-impregnated 
rubber. 


Lead may be applied in many ways. The simplest 
is the application of sheet lead directly to the surface 
of any wall. This can be done only satisfactorily 
with the thin leads, for the heavy ones will sag and 
make an untidy wall. Even for the thinner lead, 
the grounds to which the lead is nailed must be 
securely fastened. As all nail holes must be well 
driven in and then capped or soldered or lapped, it 
is exceedingly difficult to make an attractive wall of 


this material. In the heavier materials, it is usually. 


better to conceal the lead behind the plastered wall. 
Sometimes this is done by building in the lead 
between two thicknesses of partition tile; in others, 
by fastening the lead to the partition tile, and then 
building over it a wire lath and plaster partition; a 
third method is to use specially prepared concrete 
blocks into the center of which the proper thickness 
has been cast. The choice of method is probably 
dependent on cost, though the last method is prob- 
ably the safest. 


Where lead is indicated for floors care must be 
taken to see that the wall lead and floor lead meet, or 
if they do not that the lead in the floor extends suf- 
ficiently beyond the partition to insure that there will 
be no ray leakage into rooms below. Lead in the 


floor is best placed below the finished floor, in a nivy 
building, directly gver the floor slab. 


Where lead is necessary in the ceiling, it is usua!ly 
simplest to place it over the rough slab of the flor 
above with adequate overlapping at the partitions, of 
course. Where that method is not feasible, an exc! 
lent substitute may be found in ply-wood panels : 
which the lead has been firmly fastened. Suitaiie 
lead lined battens, etc., are used to cover the joints. 
Similar lead, ply-wood panels afford an excellent 
alternative to lead built into the partitions, for 
remodeling especially. Rubber, impregnated with 
lead, has also been used, but is only practical for the 
smaller voltages. 


Barium Plaster a Substitute for Lead 


Barium plaster has been accepted by many 
roentgenologists as an inexpensive substitute for 
lead. Three-quarter inch of properly applied and 
mixed barium plaster is the equivalent of 1/16 in. of 
lead—and the cost is considerably less. It is more 
dependent on workmanship than is lead, and, like 
all plaster, it may crack letting the ray through. And 
where more than an Y@ in. lead equivalent is neces- 
sary, (2, % in. coatings of barium plaster) problems 
of application arise. For one 200,000 volt deep 
therapy machine, two thicknesses of 34 in. barium 
plaster has been found sufficient protection for the 
operator’s booth. 


Practice varies considerably as to the height of 
the protection. In some places, protection begins 
above the base and continues up to 7 feet; in others, 
it is carried at full strength to 7 feet and from 
that line at one-half the protective value; in still 
others, it begins at the lead of the floor and continues 
to the ceiling at full strength. 


Lead Glass for Operator’s Booth 


Where glass must be used from the operator's 
booth to the ray room, it should be a lead glass of 





For TWO RIVERS (Wis.) we placed this One Ray 
room unit in 500 sq. ft. on the first floor for its 35 beds. 
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Kansas City’s MENORAH bas this department on one end of the medical service on second floor to care for its 
150 patients. It’s either a 3 or a 5 ray room department, depending on whether we include dental and fracture room. 

Area of 3 ray rooms is 1,270 sq. ft., if the X-Ray department corridor and outside walls are added the gross area 
is 1,810 sq. ft. Area as a 5 ray room department (without corridors and outside walls) is 1,600 sq. ft. 





a thickness (one or a number of thicknesses) equal 
in protection to that of the surrounding lead. With 
the very high voltage machines a periscope may be 
needed. 


Doors Must Have the Same Thickness of Lead 


Doors in walls with protective materials must have 
the same thickness of lead. These are now commer- 
cially available in the hospital type wood slab doors. 
Often such doors require special hinges because of 
their weight. Care must be taken to insure that 
there is no ray leakage around the edges of the door, 
that the lead of the partition meets the lead of the 
door. For the flush type metal trim, the rebate of 
the trim will probably be at least one inch deep, and 
to this should be fastened lead that overlaps the par- 
tition tile lead. In rooms with the larger voltages, 
ducts may require lead lining and lead baffle plates. , 


The Location of the X-Ray Department 


X-ray departments have been located everywhere 
from the cellar to the garret, but what is the pre- 
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ferred location? It has nothing to do with its eleva- 
tion above or below the ground, and everything to 
do with the kind of service and personnel. If the 
department expects a large number of referred 
patients it must be so located that they can reach it 
easily, without getting lost in the maze of the hos- 
pital corridors, and at the same time the in-patient 
can reach it from his hospital bed without embar- 
rassment. If it anticipates a large out-patient serv- 
ice, it must be determined whether a single depart- 
ment can serve all three groups of patients and the 
department be located accordingly. Nor should the 
probable personnel be overlooked. If a single tech- 
nician must double in x-ray and physiotherapy, or 
x-ray and laboratory, etc., the two divisions should 
be near one another. There is little reason for its 
being located near the operating rooms, except that 
both of them are medical workshops. The large 
x-ray department should always be a terminal unit— 
one that need never be used as a traffic corridor to 
other parts of the hospital. 


The space that meets all of these specifications 
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In Wisconsin’s Fond du Lac—St. Agnes cares for the X-Ray of its 220 patients in this department on the ground 


floor—Area 924 sq. ft. 


should be used regardless of whether it is in the base- 
ment, or the attic, provided that it is dry, well venti- 
lated, sufficient in area, and finished in a manner ap- 
propriate to the expensive scientific equipment that 
will be placed in it. Generally a basement does not 
and can not fulfill these specifications, but many do. 


In many hospitals, radium is a division of the 
x-ray department. Being so rarely installed, and 
then always of special construction, little more than 
this passing reference to it is necessary. 


The plans accompanying this article show what 
widely different interpretations can be placed on the 
requirements that I have outlined. There seems to 
be no determinable relationship between the number 


of hospital beds and the size of the x-ray depart- 
ment, or the number of its ray rooms. Nor do | 
pretend that each of these departments exactly fit 
the needs of the hospital they serve. After watching 
the methods used in determining the size of many 
departments, I must confess that it sometimes seems 
to be a goulash of hospital and community needs, of 
real or imagined needs of the staff, of hospital pride 
and pocket book ; all nicely seasoned by clever equip- 
ment salesmanship. It is the difficult task of the 
architect chef to take these ingredients and produce 
a dish fit for the hospital. To produce a practical 
and suitable x-ray department the architect must 
needs be supported by a far sighted, hard headed, 
and tactful administrator. 








Human Population Growth 


In an interesting address before the American As- 
sociation for the Advancement of Science, Dr. Ray- 
mond Perl, biologist of the Johns Hopkins Univer- 
sity says in part: 


“Tn a minimum of 100,000 years up to 1630, man’s 
numbers grew only to 445,000,000. In the 300 years 
since then the population has grown to 2,073,000,000. 


“For thousands upon thousands of years the popu- 
lation of the earth grew slowly because the condi- 
tions necessary to more rapid growth did not exist. 
Then about 300 years ago, the advancement of learn- 
ing suddenly expanded man’s effective universe and 
has kept on expanding it. There followed a spurt of 
population growth of an explosiveness that is seen, 
when plotted to a proper time scale, to be that of 
an epidemic. 


“This had produced a density of 40 persons per 
square mile for every single square mile of the land 
area of the earth—good, bad, and indifferent land all 


counted in. That there are associated with this pres- 
ent density stimuli producing sensations of discom- 
fort, seems scarcely open to argument. Can it be 
honestly denied that, on a world wide view, unrest 
is the dominant characteristic of human behavior 
today. And behavioristically viewed, unrest is surely 
the cardinal symptom of discomfort.” 
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The Value of a Survey in Setting Standards 
in Medical Social Service 


MRS. EDITH G. SELTZER 
Welfare Council of New York City 


A SURVEY OF MEDICAL SOCIAL SERVICE has 
been recently completed for New York City as a 
part of the Hospital Survey of New York. This 
study of hospital care under Dr. Emerson’s direction 
included all the voluntary and municipal hospitals in 
Greater New York. The Medical Social study was 
done under the auspices of the Research Bureau of 
Welfare Council by Dr. Neva Deardorff, Miss Kath- 
leen Allen and myself. 


In orienting ourselves to the idea of a survey, I 
like to think of a few words of Sir Francis Bacon. 
He said, “The contemplation of things as they are— 
without substitution or imposture—without error or 
confusion—is in itself a nobler thing than a whole 
harvest of inventions.” 


The value of a survey lies primarily in focusing 
attention on the problem under study. This stimu- 
lates the thinking of those concerned with the field. 
In medical social work, a survey reawakens interest 
in the administrator, the clinicians, the lay or support- 
ing committees, the medical social workers them- 
selves, and certainly the surveyors. For it is only 
when all see the entire problem that we can then 
begin to talk practically of standards and their ap- 
plication. We all know that in every phase of hos- 
pital and health activity, there is a wide range in 
performance. In any large community we will find 
medical social service which varies from a high level 
of genuine and effective medical social work down 
to a type of service so poor in quality, so disintegrated 
in approach, that its need for further support and 
existence might be seriously questioned. 


The responsibility of the surveyor in medical social 
work is to bring to light the picture as it is. We 
must face reality as a first step if we hope to bring 
about a higher level of performance in the entire 
field of medical social work. 


The Director of the Social Service Should Be 
Responsible to the Hospital Administrator 


There is a wide range, for instance, in practice.in 
most communities concerning the responsibility of 
the social service department to the hospital admin- 
istrator. Although the American Hospital Associa- 
tion, the American College of Surgeons and the 
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American Association of Medical Social Workers 
have all stated that good administrative practice re- 
quires that all departments in a hospital should be 
in direct line of organization to the administrator, 
we find that in many hospitals the director of social 
service is actually responsible to a lay or supporting 
committee. This is a problem of departmental or- 
ganization in the medical social field which is unique 
in comparison to the other departments of the hos- 
pital. The dietitians, the nurses, the technicians do 
not have this complicating factor of dual control and 
separate financing. 


The hospital administrator, however, as the key 
person in authority, must be considered responsible 
for the calibre of medical social service in his hos- 
pital. It is his responsibility to see that medical 
social workers so budgeted shall perform medical 
social work. It is his concept of medical social work, 
his willingness to inform himself about specific 
standards that have been evolved, which makes it 
possible for the department in his hospital to grow 
and to develop a high level of practice. 


Raising the Standards of the Social Service 
Department 


When we know the concept and the actual pro- 
gram of the individual social service departments in 
the community, we are in a position to begin planning 
for the most important second step—the raising to 
a satisfactory minimum those departments which are 
at the lower end of the range of service. Here we 
find a problem which has troubled most persons who 
have tried to think through the process of standard- 
ization and improvement of any community service. 
It has been the tendency in the past, and for good 
reason, for coordinating groups and the lay public, 
to emphasize and support to a larger degree those 
agencies, hospitals, or social service departments 
which present the more superior program. Com- 
munities and groups interested in standards will find 
it necessary to concentrate more, for a time at least, 
on those which have for one reason or another lagged 
behind. 


The departments must be brought to the point 
where they are performing at least an acceptable min- 





imum of service. This leveling process, to be really 
valuable, should follow a survey which has con- 
sidered each department individually and the group 
in aggregate. In considering the needs of the group 
which are below an acceptable level of service, we 
must remember that nothing must be done which 
would in any way depress or hamper the progress of 
those departments which have been carrying on a 
higher level of medical social activity, and provided 
sound leadership for the field. These departments 
must be left free to develop the newer ideas and 
methods in case work, teaching, and research. 


The standardization program of the American Col- 
lege of Surgeons is a notable example of the leveling 
process, and at the same time not interfering with 
the development and growth of a hospital. 


It is often difficult for those associated with de- 
partments which carry on a higher level of medical 
social work, to understand the limitations in those 
departments whose standards are low. Sometimes 
these departments are dependent upon the issuance 
of concrete standards which they may use in ap- 
proaching the administrator for a reconsideration of 
the department’s program and budget. Sometimes 
the administrator is himself searching for these 
definite standards. This standards statement which 
has been developed under the leadership of Mrs. 
Webb is a sound one and marks a step forward in 
medical social work. 


This field has in common with other professions 
in the hospital the need for continuing its study of 
standards and to develop more specific data on 
measurement of service consistent with good stand- 
ards. The nurses and dietitians have made good 
progress in this direction and it is hoped that we, 
who are newer members of the hospital family, will 
soon be able to supply this type of information. 


Points Which Have a Bearing on the Developme::t 
of Improved Standards 


There are numerous points which have a bearios 
on the development of improved standards. T ic 
following are the first and probably the most imp 
tant points to be considered: 


1. The importance of a common concept of medical 
social work by administrators, clinicians, nurses, and 
others in the hospital field. 


2. Development of proper methods by medical 
social workers of carrying on coordinated develop- 
ment of their field through some centralized com- 
munity group, such as a hospital council, or council 
of social agencies. 


3. Development of more specific standards within 
the professional group itself as to relationships with 
lay or supporting groups. 


4. Stricter adherence by medical social workers 
to a program of limitation of medical social work 
consistent with the budget provided by the hospital. 


5. Better means of providing medical staffs in 
hospitals with information regarding the thinking 
and progress of medical social work. 


6. Improvement in methods of standardized social 
accounting procedures. Is the social service depart- 
ment able to make a clear and definite accounting of 
the services rendered to patients? 


The actual process of raising the level of medical 
social work in the meantime is a local one and will 
be dependent, on the willingness of the various com- 
munity groups to accept greater responsibility for 
constructive leadership and vision. 








The Hospital Community Chest 


New London, Connecticut, does not have a Com- 
munity Chest. There are several social agencies in 
the city which seek the support of the professional 
salaried group at the Lawrence and Memorial Asso- 
ciated Hospitals, and the group in turn wishes to 
give pecuniary aid where it can be of greatest value. 
The result has been that, on the average of twice 
a month, there has been a thorough soliciting at the 
nurses’ residence for funds. A Christmas party is 
given to the hospital personnel each year by the 
group. Flowers for special occasions are sent from 
the hospital, and this means more collecting. 


In order to eliminate this continual soliciting, a 
plan was worked out and presented to the group. It 
was proposed to tax each member one cent a day. To 
simplify the bookkeeping it was finally decided to ask 


each one to contribute $4.00 a year to the hospital 
chest, payment to be made quarterly ; deducting $1.00 
from the salary check. The fund thus raised was to 
be managed entirely by the group. This plan was 
enthusiastically adopted. 

The following officers were chosen : chairman, sec- 
retary, treasurer and assistant treasurer. The office 
manager is the treasurer, but the other officers deter- 
mine how the fund shall be used. 

The chest has already taken care of the tuberculosis 
stamps and the Christmas party. By following this 
plan we are able to express our interest in the work 
of the charitable and character-forming agencies in 
the city. Everyone has an equal share in giving and 
there is painless collecting. 

K. M. Prindiville, Superintendent, 
Lawrence and Memorial Associated Hospitals, 
New London, Connecticut 
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The Relationship of the Hospital Residency 
to Graduate Education in Pediatrics 


BORDEN VEEDER, M.D. 
Chairman, Board of Pediatrics and of the Committee on Medical Education 
of the Academy of Pediatrics, St. Louis, Missouri 


| = EDUCATION IN PEDIATRICS is one 
of the subjects that for pediatricians has been the 
topic of a great deal of discussion for the past two 
or three years. It is not the function, the purpose, 
the intention, or the desire of the American Board 
of Pediatrics in any way to attempt to dictate as an 
outside authority to pediatric staffs or to hospitals. 
Indirectly, I think we will probably influence them a 
great deal, but as a board we do not deal with the 
institution at all. We deal purely with the individual 
who wishes to prove his proficiency in pediatrics. 


It might be well, too, to make one or two other 
definitions. We are talking about graduate education 
and hospital residency. Hospital residency in medi- 
cal education has three distinct phases. There is, 
first, undergraduate education, which takes the four 
years of a man’s study of medicine in his medical 
school, plus the intern year, which is a requirement 
in many states before a state license is given, or a 
diploma is given by the medical school. The hospital 
intern year, which is the first year after the man 
graduates from medical school, belongs to his under- 
graduate education ; it does not belong to his graduate 
education. 


3y post-graduate education we mean freshening 
up, as one might say, along some particular line, by 
the man who is in practice. He may be a specialist 
or in general practice. We do this in two ways, 
either by having men come to certain hospitals or 
schools for a short period, as they do at the Chil- 
dren’s Memorial Hospital in Chicago, or the Chil- 
dren’s Hospital at St. Louis, to take an intensive 
course in pediatrics, or in some other hospital for 
internal medicine, obstetrics, etc., as the case may be. 
The other method is by courses taken by the physi- 
cian. This has been done in the past largely by the 
State Medical Societies and the State Boards of 
Health. At present they are given largely through 
the Children’s Bureau, working through the indi- 
vidual states. That is post-graduate education. 


Graduate Education 


By graduate education, we limit ourselves to the 
special training which an individual takes in order 
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to fit himself for some unusual degree of proficiency 
in a limited field of practice; that is, pediatrics, sur- 
gery, internal medicine, dermatology, or whatever 
might be the subject on which he wishes to obtain 
the particular knowledge. Of course, we call that 
man a specialist. I don’t like the word, but in reality 
graduate education and graduate training is the train- 
ing of the specialist. 


The Three Ways of Obtaining Graduate 
Education in Pediatrics 

I am going to limit my discussion to pediatrics. 
There are three ways a man can obtain graduate edu- 
cation in pediatrics. He can go to the University of 
Pennsylvania, which is the only school in the country 
offering a graduate course, which is supposed to run 
for three years. As a matter of fact only a few I 
think in the entire group have taken more than one 
year. This includes a didactic course lasting a year. 
This type of course is probably best fitted for the 
man who has been in practice for several years, and 
then decides he wants to go to some particular 
specialty. 


The second method is the fellowship method in 
use at the University of Minnesota, the Mayo Clinic, 
which is a splendid method, but unfortunately I do 
not believe it will ever be carried out much further 
in this country. 


The end result is that probably 95 to 98 per cent 
of the men who enter pediatrics get their education 
in large part through their hospital residency. That 
is why the question of hospital residency links so 
closely with graduate education and training. 


Residency in Pediatrics 


I would like to define residency. The Academy of 
Pediatrics at its last meeting, officially recommended 
that the children’s hospitals adopt the classification of 
the American Medical Association in regard to hos- 
pital residencies. The year a man puts in immediately 
after he graduates is an intern year. It might be 
a rotating year or a year in pediatrics or a year in 
surgery or some other service. Then he might go 
on in an indefinite way and take another year of 





rotating service, not taking any particular line, and 
that would be a second intern year. When he enters 
into some special hospital or special service to which 
he devotes his entire time to one subject he becomes 
a junior resident. In other words in his first year 
of specialized residency, he is a junior resident; in 
his second year he is an assistant resident ; his third 
year he is a chief resident. 


It so happens that this classification does not 
always fit very well with the way hospitals designate 
their residents. This refers to his year of training 
and the period of his training rather than to his exact 
position in the hospital. In other words, one chil- 
dren’s hospital may have a group of men coming in 
directly after they have graduated for an intern year 
or perhaps through affiliation with a general hospital, 
taking three or six months. These men would be 
interns. They then have one man who has finished 
that year and he is the resident. He is their chief 
resident, but according to our classification he is 
simply a junior resident because it is his first year in 
specialized training. 


The Development of Pediatric Training 


With these definitions, I wish to go back a little 
more in history to develop the subject. You all know 
how the medical profession developed rather helter- 
skelter in this country. About 1910 we were turning 
out thousands of men to practice medicine. Then we 
cut the number down. Unfortunately, we have gone 
backwards, and are again turning out about the same 
number as we did then. Conditions, however, are 
changing a great deal. When I was graduated from 
medical school, there was not a single pediatric clinic 
in this country where I could get any training. In the 
past twenty-five years, since 1910, we have seen the 
development of pediatrics not only as a specialty, but 
it has been recognized as one of the basic fields of 
undergraduate education, the four being obstetrics, 
pediatrics, internal medicine, and surgery. We have 
seen a development of the children’s hospitals in this 
country which is amazing, to say the least. I think 
we have now eighty-one children’s hospitals recog- 
nized by the A.M.A. as approved for residents, of 
which only fifty-one or fifty-two are connected with 
teaching institutions. The rest of them are independ- 
ent hospitals. 


We have developed big research departments and 
there has been in this degree of specialization a tre- 
mendous growth in the number of pediatricians 
Where we had scarcely one hundred men in 1910, 
there are about 3500 men who have come into the 
field in the last twenty-five years. The unfortunate 
part is that many of those men have scarcely had any 
training which would entitle them to be considered as 


qualified to practice pediatrics as a special field of 
medicine. That holds true in every special field of 
work in medicine. 


In 1929 a group of us were asked to study, for 
the Third White House Conference, the question of 
pediatric education and practice, and after about three 
months’ work we decided that we might tackle under- 
graduate education, but graduate education and the 
practice of pediatrics as a specialty was too big a 
problem. Then the Academy of Pediatrics was 
founded, which was in a sense an outgrowth of the 
White House Conference. This same committee was 
directed by them to study the question of graduate 
education and the practice of pediatrics as a limited 
field of practice. The study took two years. 


First of all, we tried to find out how they regulated 
specialization in other places. In England the ques- 
tion of specialization is regulated through what they 
call the College of Surgeons or the College of Physi- 
cians, which are not teaching institutions at all but 
licensing institutions, and which, because of the small 
size of the country and their antiquity, are able to 
keep everything in good order. In Sweden it is 
purely governmental. In Denmark it is a combina- 
tion of medical societies and government. In Ger- 
many it is regulated largely by the government, in 
which there is a prescribed period of training. In 
this country there was no required training, no 
licensing, no regulation. Some of the State Boards 
of Health were attempting to find some way to con- 
trol specialization in their individual states. You can 
see what would happen if it were left to State Boards 
—a man could be a pediatrician in Indiana but he 
would not be a pediatrician in Illinois, and so forth 
and so on. In some places the medical societies— 
that is, the component parts of the A.M.A.—at- 
tempted to do it. 


The surgeons attempted to do it through the Col- 
lege of Surgeons and the surgeons are forming 2 
board similar to the boards that have been formed. 
In other words, you have to distinguish absolutely 
between a group of men who elect a man to a society 
and a group of men who certify as to a man’s pro- 
ficiency in a certain subject. You have to keep poli- 
tics out of it, and you have to keep out personal 
things. I have often said, as the question has come 
up again and again in the last two years, “I certainly 
would blackball that man if he came up for admission 
to a society I belong to, but he is proficient to prac- 
tice pediatrics, therefore, he has a right to certifica- 
tion.” Certification should be on the basis of pro- 
ficiency and not on the basis of personality. 


The National Board of Examiners considered the 
matter and came to the conclusion that it would be 
impossible for them to tackle it. 
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Specialty Qualifying Boards 


A number of years ago the ophthalmologists, and 
later the otolaryngologists, developed a “Specialty 
Qualifying Board.” Similar boards were founded 
a number of years later by the obstetricians and 
gynecologists. 


After studying the whole field our committee 
recommended that the “American Board of Pedi- 
atrics” be formed. At the same time this whole 
question came up before the American Medical As- 
sociation. They had some idea they might be the 
organization that could control specialization and 
issue certificates. They had done a little bit of that 
in radiology and pathology, but it soon became per- 
fectly obvious they couldn’t do it for all. 


In order to bring the thing together, at the A.M.A. 
Milwaukee meeting in 1933 two representatives of 
the qualifying boards already formed, together with 
two members from the State Board Federation, two 
members from the American Hospital Association— 
Dr. Buerki, and one other—two from the National 
Board of Examiners, two from the Federation of 
State Boards of Examiners, formed an Advisory 
Board for Medical Specialties. The Council on Medi- 
cal Education of the A.M.A. agreed to recognize the 
various boards that were admitted to the Advisory 
Board under certain rules and regulations. Since then 
boards have been formed and are active in every 
single limited field, the twelve limited fields of the 
practice of medicine, with the exception of surgery, 
and a board is being formed in surgery. So it would 
seem to be at least a start upon a method by which 
specialization can be controlled. 


The American Board of Pediatrics really repre- 
sents the pediatricians. It is formed by three rep- 
resentatives appointed by each of the three national 
pediatric societies ; that is, the Academy, the Ameri- 
can Pediatric Society, and the Section on Pediatrics 
of the A.M.A. 


Of these nine men, one retires automatically every 
year. His position is filled by the society from which 
he was originally appointed. The actual work of 
the board is purely within its own hands, although it 
is controlled by the three societies in this way. It is 
incorporated and is not responsible directly to any 
one of the societies or to all three of them. 


All of these boards, working with the Council on 
Medical Education of the A.M.A., agreed upon one 
thing, and that is that no certificate of proficiency 
would be issued unless there was a certain definite 
plan of work or education which holds for all. 


This is not within the control of the Pediatric 
Board. I want to make this point clear, because 
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many questions have been raised in regard to it. In 
order for a man to obtain a certificate of proficiency 
in any individual line, he must have the following 
training: He must have been graduated from a 
recognized medical school and had his intern year. 
He must then have, as it applies to our board, two 
years of specialized training in a pediatric clinic, 
followed by two further years of continued study and 
practice. A similar period of education holds for 
every branch of medicine—surgery, neurology, and so 
forth. 


The interpretation of what those two years should 
consist of and what should be done in the last two 
years is left to the individual board, because it is 
quite obvious that an otolaryngologist would have a 
great deal of difficulty in outlining training for an 
orthopedic surgeon. I certainly would feel very in- 
competent as a pediatrician to try to tell anybody how 
to train an ophthalmologist. So within the individual 
field each board has control, except we must adjust 
ourselves to this basic plan. 


Approved Residencies in Children’s Hospitals 


We are using, at the present time, as all our organ- 
izations are using, the approved hospital list of the 
A.M.A., which registers about 275 approved resi- 
dencies in children’s hospitals. That list is not ac- 
curate, partly due to the fact they have not been 
able to get certain questions straightened out by 
the hospital. Last year, when I checked it over, 
I found, for example, the Children’s Hospital in 
St. Louis was credited with three residents, because 
we called our men the first year interns, although 
they had already had an intern year. They were 
not counted as residents, but they were. They were 
junior residents. We have two associates and a 
senior resident, which gives us nine resident positions. 
One of the difficulties we are having is some of the 
children’s clinics and hospitals in the east take their 
men for a straight year as soon as they are graduated 
and call them residents. Some of them are credited 
with a certain number of residents where six or seven 
of their men are really interns and only two or three 
residents. As a board we do not recognize this first 
year which is spent in pediatrics, if it is the first year 
out of medical school, as a part of the special training. 
We insist he must have at least two more years of spe- 
cialized hospital work or training after the intern 
year. If every man who wants to go into pediatrics 
and obtain a certificate of proficiency went through 
these residencies for two years, we would turn out 
about 150 a year. I believe 150 is more than can 
be assimilated. Of course, a great-many of those 
residencies are taken up by men who spend more than 
two years, as, for example, those who are going into 





academic teaching. Moreover, there is a marked 
tendency for a great many of the younger men in the 
last few years to try, after an intern year, to take a 
year of children’s hospital work, a year of obstetrics, 
and go into general practice. As a matter of fact, 
they seem to be the youngsters making the best 
success. 


Another thing that the Advisory Board states, and 
this is a question that has been raised by some of the 
hospital administrators, is that every man must have 
in those four years of special training, basic training 
in the principles which underlie his particular field 
of practice. That is not a very difficult question in 
ophthalmology. You can arrange for a man, who is 
going to be an ophthalmologist, courses in pathology 
of the eye, refraction, physiology of the eye, and so 
forth, but when it comes to pediatrics it is a difficult 
matter. The basic specialties which really underlie 
pediatrics are pathology, anatomy, chemistry, bac- 
teriology, and everything else in the medical cur- 
riculum. 


I think it is in Wisconsin that they offer a 
residency in which a man is assigned to one of the 
pre-clinical departments in the school for about six 
months, and then he goes into his hospital. We can- 
not see why the man who has taken six months in 
chemistry, but no pathology, is going to be a better 
pediatrician or as good a pediatrician as one who 
has taken six months in pathology or in physiology. 
As a matter of fact, the point comes right up, when 
you stop to think about it, that there are not enough 
pre-clinical positions available to take care of men 
on that basis. It is the same with internal medicine. 
Besides that, there are hospitals not connected with 
medical schools. 


We feel that with certain changes in the work of 
the resident, pathology, for instance, can be well 
covered. We recommend this—we don’t say it has to 
be done—that every hospital, at least every other 
week, have a clinical pathological conference with the 
attending staff and the house staff and the department 
of pathology. We think in two years of conference a 
man can get a pretty good training in pathology. In 
basic chemistry, we feel the resident must follow 
through the technical procedure in a certain number 
of cases of nephritis and diabetes, for example, so 
that he will be able to review his basic training. 


Basic Training—Knowledge of Child Growth and 
Development 


We think it is probably easy for a man to do all 
of this as part of his hospital service, but there is one 
thing that is a stumbling block. The thing that makes 
pediatrics a specialty is.the fact that we are dealing 
with a child. It has nothing in particular to do with 


pathology or medicine or chemistry; it is the child. 
It is essential that the man who is going to be pro- 
ficient in pediatrics must have some knowledge of 
the child, and the chief attribute of the child and the 
thing that differentiates the child from the adult is 
that the child is a growing, developing organism. So 
the basic training must consist of a knowledge of 
the growth and development of the child, not only 
physical but also mental. That is a thing in which 
many candidates for a certificate are failing. I don't 
know of a single place, a single hospital, or depart- 
ment of pediatrics in the country which is giving an 
adequate course in child growth and development. 


We are recommending at the present time that a 
certain number of hours of didactic instruction be 
given during the hospital residency in growth and 
development, to be given by the medical staff or 
others they call in to help them. That is a simple 
method for the fifty-odd hospitals which are con- 
nected with medical schools and universities. 


Dr. Helmholz, who is on the committee, has been 
working with Dr. Scammon of Minnesota, and they 
have the idea they can work out a text book for a 
course. Another idea we have considered is that in 
one or two centers of the country, once or twice a 
year, an intensive course could be given in some of 
the medical schools; that is, New York, Chicago 
St. Louis, San Francisco, for a month where the 
man can get this training. 


I wish to emphasize that basic training is a re- 
quirement of the Advisory Board and the American 
Medical Association through its Council on Medical 
Education, to which we have agreed. The interpre- 
tation of what basic training is, is a problem for our 
board. 


We have issued a number of certificates to men 
who had been in practice over ten years. We started 
in, about two years ago, to examine a great many 
men. The requirements are gradually getting a little 
stiffer and approximately thirty per cent of the men 
examined have failed. 


We have had some interesting experiences. The 
head of one of the most modern departments and 
hospitals and one of the leaders in pediatrics insisted 
that, after a man had been graduated from medical 
school and had a year at a hospital, with a year’s in- 
tensive work in his clinic, he could make him a 
pediatrician. We got him to send up two of his 
men who had had this training. Both of them failed 
flatly. He didn’t say very much about it and we 
didn’t rub it in very much. I had a letter from him 
a few weeks later. He said, “You know, I am not 
going to discuss the matter with you at all, but I am 
re-arranging so that all my residences will be of two 
years’ duration.” 
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We have had this experience repeatedly—the can- 
didates fell down in certain things until finally the 
men on the pediatric staffs of the hospitals, where 
they have been residents, come to us and say, “Now, 
what do you think should be included,” or “What do 
you say must be included?” We never say “must” 
in reply. 

The Hospital Problem 

We are not trying to dictate, but we have drawn 
up a memorandum in which we have given certain 
suggestions of things that should be included in the 
training of the resident pediatrician during these two 
years. It was submitted to about twenty-five men, 
not members of the board but heads of departments, 
because we wanted the judgment and opinion of a 
large number of men. 


We have stated the things to be included in the 
two years’ residence should be these: The main part 
of the time should be spent, of course, in the clinical 
ward-work. Secondly, there should be out-patient 
work, because the type of case that a man gets in 
out-patient work is the type that he sees in practice. 
The type of patient who goes into a children’s hos- 
pital is often the unusual type that one rarely sees 
in practice. We say further that as ninety-five per 
cent of the babies a man in practice sees are normal 
babies, he must know something about the normal 
baby as contrasted with the sick baby. Therefore, we 
say that he should serve in a welfare clinic a certain 
amount of time over a period of six months, possibly, 
once or twice a week. 


We say a pediatrician must have a knowledge of 
the growth and development of the child, and he must 
have training in the infectious diseases. The thing 
we know he cannot get, which we say he should have, 
is some training in child guidance work. I know per- 
fectly well there is not the opportunity for all to 
obtain it. Many of the child guidance clinics state 
they don’t want anybody coming in watching them 
for a few months. On the other hand, within the 
last few years in ten or twelve of the better pediatric 
clinics they have been developing child guidance as a 
part of their out-patient work. 


We say to the man—because we are talking not 
to the institutions but to the individual man—who 
wishes to come before us for examination for a cer- 
tificate of proficiency to practice pediatrics as a spe- 
cialty, if you can’t get all this in your two years’ hos- 
pital residency in pediatrics you must complete it in 
two years of continued hospital work, study, or prac- 
tice after you have finished your residency. 


At the present time we are using the approved 
list of the American Medical Association. You 
know and I know that the clinical work in one hos- 
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pital is much better than it is in another. You will 
go into one hospital and find the chief of staff so in- 
volved in his private practice that he will rush in and 
take care of two or three cases and wipe them out 
of his mind and rush out again, leaving the vast 
majority of the work up to the resident staff. The 
other chief will come in conscientiously and spend 
time. We have those differences. We know in one 
there is a spirit of interest in the house staff; we 
know in another there is no interest in the house 
staff, the house staff is a somewhat necessary 
nuisance, you might say. There is no planning, no 
real thought or education for these men. We know 
in one hospital they have excellent facilities for work, 
and another hospital will not have such good facili- 
ties. It is not so much the size. A man is better 
trained if he sees and studies a limited number of 
cases well, than if he goes through a vast number 
sketchily. That is the trouble with many of the 
large city hospitals; there is so much material that 
the resident becomes sketchy in thought and action. 

We are going slowly, but we are hoping within the 
next few years to be able to make a survey of the 
children’s hospitals from the standpoint of their resi- 
dencies. What we are going to try to do is to take 
up our findings with the’ individual hospitals and 
point out what we feel are its weaknesses, in the hope 
that they can improve the situation. We don’t want 
to dictate and we are not trying to dictate. For in- 
stance in this question of growth and development. 
About five or six of the hospitals this year will give 
a course in growth and development with each in- 
dividual chief working it out independently, and at 
the end of the year we will get together and compare 
notes. 


Another thing we think is going to become obvious 
as time goes along, is that the men who get their 
training in certain hospitals probably will not pass 
their examinations, and that will become known. 


We do not even advocate two years in one hos- 
pital. In some cases and in some ways it is a good 
thing to change men from the west to the east and 
from the east to the west. But when it becomes 
known that in certain hospitals ninety-five per cent of 
their residents pass their examination without diffi- 
culty, and in other hospitals men who put in their 
two years fail to the extent of thirty or forty per 
cent, it is quite obvious that eventually men will hesi- 
tate before taking a residency in thé latter group of 
hospitals. I think it will all work out to your ad- 
vantage, because after all we are all working for 
the same thing; that is, better pediatrics and better 
medical service in our hospitals. It is a mutual 
problem. 





Hospital Performance in 1936 


if... INCREASE OF HOSPITAL SERVICE for the 
calendar year 1936, over the same period in 1935, 
has been apparent. With a view of securing au- 
thoritative data on increase of patient admissions, on 
patient days, charity service, operating costs, bed 
occupancy, and present bed occupancy, fifty hospitals 
widely distributed throughout the United States and 
Canada supplied the information covered in the 
accompanying table. 


The hospitals reporting were general hospitals, 
ranging in size from forty to six hundred sixty-three 
in bed capacities. There were twenty-four volun- 
tary hospitals, twenty voluntary hospitals under de- 
nominational control, four city, one private corpora- 
tion, and one fraternal hospital. 


The twenty-four voluntary hospitals have a total 
of 5447 beds, and the median hospital of the group is 
an institution of 190 beds. The twenty voluntary 
hospitals under denominational control have 4340 
beds, and the median hospital in this group is an in- 
stitution of 173 beds. The four city hospitals have 
1321 beds and the median hospital of the group is an 
institution of 337 beds. 


Of the fifty reporting hospitals nine report a bed 
occupancy of from 90 per cent to 100 per cent, seven 
of from 80 per cent to 90 per cent, eighteen of from 
70 per cent to 80 per cent, eleven of from 60 per cent 
to 70 per cent, four of from 50 per cent to 60 per cent 
and only one of less than 50 per cent. 


Sixteen of the reporting hospitals were located in 
cities of less than forty thousand population, twelve 
in cities over fifty and less than two hundred thou- 
sand, thirteen in cities over two hundred thousand 
and less than five hundred thousand, nine in cities 
over five hundred thousand. The percentages of bed 
occupancy run fairly even for each of these 
groupings. 


The reports seem to indicate that the increased per- 
centages in admissions and patient days among the 
reporting hospitals follows the reduced increase in 
the admission of charity cases, as compared to 1935, 
and that the income of the hospitals, from patients is 
considerably larger than in the year previous. 


It is interesting that all hospitals in the reporting 
group experienced an increase in cost of operation 
over 1935, ranging from a minimum of .02 per cent 
to 50 per cent. The medium increase for the group 
was 9 per cent. 


All but three of the reporting hospitals experienced 


an increase in bed occupancy. Two of these reported 
no change and one large city hospital reported a de- 
crease of 5 per cent. The range of increase in bed 
occupancy was from .035 per cent as a minimum to 
40 per cent as a maximum. The maximum increase 
was reported in a small voluntary hospital. 


The present bed occupancy percentages are very 
gratifying and somewhat larger for the reporting 
group than was anticipated before the study was 
made, the percentages varying from 43 per cent in 
the instance of a small denominational hospital to 
100 per cent reported by one large, one medium 
sized voluntary hospital, and a smaller denomina- 
tional hospital. 


The study shows a bed occupancy percentage of the 
reporting hospitals not far removed from the per- 
centage at which well ordered general hospitals may 
give adequate service under normal conditions. The 
weighted average occupancy for the entire group is 
75.6 per cent. The increased costs percentages seem 
to follow closely the increase in patient admissions 
and patient days and reflect a steady and substantial 
progress that is decidedly encouraging to our 
hospitals. 


The entire group of fifty hospitals have a bed 
capacity of 11,223. They had an average increase in 
patient admissions of 10.32 per cent over 1935, and 
an average increase in patient days of 11.1 per cent. 
The average increase in charity service for 1936 over 
1935 was 7.15 per cent. Six of the hospitals re- 
ported no change in the quantity of-charity service. 
41 reported increase of charity service, varying from 
a minimum of .04 per cent in a voluntary hospital to 
a maximum of 35 per cent in another voluntary 
hospital. Three hospitals reported a decrease in 
charity service of 26 per cent, 15 per cent and 2 per 
cent respectively. Two of these were denominational 
hospitals. 


The Editor of HOSPITALS desires to convey 
his appreciation to each of the reporting hospitals for 
their fine cooperation in this study. The value of 
authentic statistical information, in all things per- 
taining to hospital operation, is of prime importance, 
not only to hospital administrators but to the inquir- 
ing public. If our hospitals can accept this report 
from a representative cross section of our institu- 
tions, as a fair index of increased hospital service, 
then they can look with confidence to a continued 
and permanent prosperity. 
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Contemporary Hospital Thought 


In this country, the greatest achievement of com- 
merce and industry during the past generations has 
been and is continuing to be the increasing recogni- 
tion some leaders in these fields give to the social 
problems of the day as they affect mankind. In an 
intelligent way, they consider the significant social 
influence on business, and they recognize the reality 
that when the social structure of any people is at 
a low ebb, business correspondingly suffers. 


In our communities we see a new group of men 
growing up, acquiring important positions in busi- 
ness and philanthropy—philanthropy being the an- 
swers to the social problems facing the people. And 
if I were privileged to offer advice to young men, I 
would say to them that the past 46 years have taught 
me to believe that the happy admixture of business 
and social responsibility with emphasis upon efforts 
to improve the social life of the under-privileged, 
would serve a double purpose—that of comfort and 
happiness to the less fortunate, and at the same time 
a stimulus to better understanding. 


I should like to see many more men and women 
becoming directly associated with the functional 
activities of philanthropy or charitable institutions, 
in which they can develop a special interest. 


Max Wilner, Vice-President, 
Hospital for Joint Diseases, 
New York City 


—— 


If the medical colleges treat the members of the 
graduating class as finished products, in whom they 
have no further interest, and if hospitals treat in- 
terns as “conveniences” for the attending staff and as 
automata in the hospital organization, uninspired 
service will be the result. But, if the medical col- 
leges and the hospitals each view the intern as a 
mature graduate student, eager to learn, and if op- 
portunities are tendered and systematic guidance is 
offered, the character of the future practice of medi- 
cine will be elevated. 


For many years, certain hospitals have viewed the 
continued education of the intern as one of their 
major social functions, and as a result, internships 
there are keenly sought. The interest of the staff in 
the training of the intern has resulted in developing 
within the hospital a true spirit of education. 


In a general hospital admitting, for example, 5,000 
patients a year, eight interns can be kept thoroughly 
busy. Each man will write over 700 histories and 
make over 700 physical examinations. The diag- 


nosis, to a great extent, will depend upon his pre- 
liminary investigations, and he will be largely re- 
sponsible for the measure of success ultimately re- 
sulting from the therapy carried out. He will assist 
in the operating ; he will perform innumerable duties 
in the laboratory of pathology and will examine and 
treat thousands of dispensary cases. He will act as 
the intermediary between the staff physician and the 
relatives, thus relieving the chiefs of innumerable 
annoyances, and will succeed in this in direct pro- 
portion to the amount of natural tact he possesses 
and the attention given to this important detail of 
intern training on the part of those who have these 
young men under guidance. The intern will help in 
the preparation of bibliographies and of abstracts and 
in the review of the literature of countless subjects. 
He will engage in the prosecution of research. If 
he is alert, enthusiastic, and energetic, and engaged 
in a hospital with active services, he will spend 50 
to 60 hours of hard work each week, frequently ex- 
ceeding, in point of actual time spent, the efforts of 
the average laborer. Here are a few of the many 
services rendered by the hospital intern, which help 
to place the staff under definite obligations to him. 
Frank L. Babbit, President, 
Long Island College of Medicine 


———— i 


“The hospital commends itself, its service creates 
appreciation, appreciation begets support. 


“Tt is all too true that we are prone to accept with- 
out due appreciation the advantages and benefits that 
are ours day after day. The blessings of home, the 
ministrations of our families and friends, the place 
public institutions play in our lives and in our com- 
munity, the influence of Church and State upon our 
personal and collective well-being. 


“The hospital stands as a haven of refuge in time 
of accident and sickness, a sure retreat where the 
best of care and medical attention is available and 
ready for rich and poor alike. The hospital never 
closes its doors—it stands ready to aid and minister 
unto the sick and the maimed. Thoughts of recom- 
pense or pay are secondary—the will to serve is its 
actuating motive. 


“The community cannot get along without the hos- 
pital, neither can any individual thereof. It is a 
sense of security against that possible time when 
surgical or medical care under immediate and capable 
circumstances would be required.” 


(An editorial in the Beaver Falls, Pennsylvania, 
Tribune. ) 
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Modern hospital care comprises not only provid- 
ing the personnel, the professional care, the many 
tests and aids necessary to diagnose and treat the 
illnesses, but also includes securing convalescent care 
when needed. In addition, the “follow-up” of the 
patient after leaving the hospital is conducted, to 
learn the details of the further course of the pa- 
tient’s state of health. Patients suffering from pre- 
ventable diseases are not properly treated and cared 
for unless the hospital determines the state of the 
health and the living conditions of the other mem- 
bers of their families. It is the duty of the hospital, 
either through its own organization or other health 
agencies, to secure this service and give assistance 
to the patients and their families. 

This constitutes a part of modern hospital service 
which is vitally necessary to make effective the ob- 
ject of its work. That this phase of the work is ex- 
pensive, as measured in dollars and cents, is obvious 
and will no doubt continue to be increasingly so, 
but as an asset to the community in the reduction of 
illness and accidents its value cannot be estimated. 

All city hospitals must have available country care 
for their convalescents. At the rate the hospitals 
in the city, in the past decade, have been called upon 
to expand to meet the demands made upon them, 
they will be forced to move patients to the country 
earlier in their convalescence. This not only shortens 
and makes pleasanter the convalescence, but will 
eventually reduce the actual cost of caring for the 
patient. The public needs to be educated to the 
value of convalescent homes. Twenty-five years ago 
it was as difficult to make patients recognize the 
value of entering a hospital for diagnosis and treat- 
ment as it is today to impress upon them the im- 
portance of convalescence secured under favorable 
conditions. 


—Annual Report, Jefferson Hospital. 
—_—_p>—_—_. 


“Today you have the opportunity of making your 
charity investments with the same discrimination you 
use in making your business investments. Excellent 
organizations today face curtailment because many 
mediocre and outmoded charities thrive on thought- 
less giving. Stop... Look .. . and Investigate . . 
then generous gifts will bring the largest returns in 
human welfare.” 

Dun and Bradstreet Review. 


—_—_>—__—_. 


“But it was the advent of ether anesthesia that 
gave nineteenth century surgery what it needed most. 
Before 1846, when Dr. John Collins Warren did his 
first major operation under anesthesia administered 
by Morton, the Massachusetts General Hospital wit- 
nesssed an average of thirty-seven operations per 
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annum; in the closing year of the century it was 
over thirty-seven hundred. It developed that an 
individual surgeon might himself do thirty-seven 
major operations in as many days. Hospitals that 
had sponsored one major operation in ten days be- 
came responsible for twenty in a day.” 


a 


A community can buy its own death rate. How? 
By maintaining local voluntary hospitals; by pro- 
viding care for indigents without stigmatizing them 
as charity patients; by keeping those who can pay 
from slipping into the indigent class; by making it 
possible for “low-incomers” to meet medical and 
hospital bills without straining their resources; and 
by insisting that physicians be regular, ethical mem- 
bers of organized medicine not frauds and charlatans. 


Charles Gordon Heyd, M.D., 
President, American Medical Association 


—>— 


A voluntary hospital should be, as is the Rhode 
Island Hospital, non-partisan in the economic and 
political struggles that are stirring the country at 
the present time. One’s individual prejudices can- 
not be allowed to enter into the work of the Institu- 
tion nor in the policy of the admittance of its patients. 
But the voluntary hospital must be cognizant of, and 
alive to, these forces which affect its work and affect 
its funds. The hospital must come first, its very 
existence must be guarded, and its guardians are 
duty bound to make known any sign of approaching 
danger. 


The cynic who first bitterly stated that “Might is 
Right” thereby proclaimed an unpalatable truth, a 
truth which has been reluctantly admitted by im- 
partial observers in all great conflicts. But in the 
struggle against disease, which is being waged daily 
in this hospital, there is often a fear that we are 
facing a situation which exemplifies an exception. 
No one will, no one can, accept the statement that 
disease, with its attendant suffering and despair, is 
right—but disease most certainly has might. Disease 
fights under its own rules, accepts none other, strikes 
where we would least expect, strikes with appalling 
swiftness and achieves results more barbarous than 
those ever conceived by the most evil mind of man. 
That is what we are facing with a grim determina- 
tion, a determination that disease shall not win, shall 
not be allowed to maim and to torture our neighbors, 
break down our community and ultimately destroy 
our civilization. 

Seventy-Third. Annual Report 
of the 
Rhode Island Hospital 





Questions and Answers 


Question: What are the principal sources of 
economy in laundry operation? J. G. R. 


Answer: 1. Proper sorting and classification of 
soiled linen and modification of the washing process 
to suit the character and degree of soil for each class. 


2. Stain removal to reduce washing time, soap 
and chemicals, for the entire washer load. 


3. Maintaining machinery in good operating con- 
dition and operating in accordance with the recom- 
mendations of the manufacturer as to load, speed, 
etc. 


4. The use of large inlet and dump valves in the 
washer to save time in filling and emptying, and 
careful maintenance of specified water level in the 
wheel. 


5. Find by trial the shortest effective time for 
sudsing and rinsing operations. It has been estab- 
lished that sudsing operations need not continue more 
than five minutes of actual run and rinsing opera- 
tions not over two minutes. 


6. The use of soft water, which minimizes the 
amount of soap and chemicals in the washer, reduces 
time of sudsing and rinsing operations, and prolongs 
the life of the linen. 


7. Use of drying tumbler to lessen load on flat 
work ironer. 


8. Adequate steam pressure and trapping of the 
flat work ironer to keep rolls hot enough to operate 
at highest practicable speed. 


9. The use of presses in pairs and training press 
operators to minimize need for hand finishing. 


10. Arrange all equipment and receiving and de- 
livery facilities in a manner to permit “straight-line” 
progress of materials without back tracking or cross 
currents in traffic. 


11. Engage a competent laundry supervisor—pay 
him enough to keep him, and hold him responsible 
for results. 

ee 

Question: Is the hazard of explosion of a 
sterilizer included in the usual steam boiler policy 
or must it be carried as a separate item? 


Answer: Insurance against sterilizer explosion 
would be included in a steam boiler policy but in a 
separate schedule known as “unfired vessels.” 


A typical policy schedule for sterilizers costs $5.25 
for a vessel (sterilizer) not more than 2 feet by 5 
feet on a 3 year basis or $2.40 for one year. Such-a 
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policy would cover damages to machine, building, 
personnel and the public (liability) when caused by 
explosion of the sterilizer. 


In addition to the indemnity feature such a policy 
carries with it an inspection service similar to that 
rendered in the case of steam boilers. 


—_—_—_————. 


Question: Who should write Progress Notes, 
physician, intern, or nurse? 


Answer: Progress Notes are the expression of 
the physician’s opinion and observation on the prog- 
ress of the patient. They must therefore be written 
by the attending physician and initialed by him. In 
some hospitals the physician is permitted to dictate 
them to intern, nurse, or even stenographer but in 
this case they are not in his own handwriting and 
it becomes doubly necessary that he sign or initial 
them. 


The term “Progress Notes” is often confused with 
“Nurses Clinical Notes” or “Bedside Notes.” The 
distinction is that the Nurses Notes or Bedside Notes 
are the record of the nurse’s observation of the 
patient—hour by hour and are largely factual. The 
Progress Note however is rarely made oftener than 
once in twenty-four hours and in slow moving cases 
such as simple fractures, convalescents, etc., at much 
longer intervals. In any case it represents the 
summation arrived at by the physician after consider- 
ing not only his own observations but such observa- 
tions as the nurse has recorded in her “Bedside 
Notes.” 


From a medico legal standpoint it is highly im- 
portant to the physician that he keep good progress 
notes as they constitute documentary evidence of his 
continual study and oversight of the patient’s condi- 
tion. Courts and juries will rarely question a physi- 
cian’s judgment as to the proper procedure in a given 
case but they will rarely condone neglect, and 
progress notes are the best evidence he can present 
that he has not neglected the patient. 


Question: How can we clean the isinglass win- 
dows of an oxygen tent? M.A. 


Answer: The material used for windows of an 
oxygen tent is not isinglass but cellulose acetate, a 
member of the cellophane family and the same ma- 
terial from which the “safety” x-ray film is made. 
The best method of cleaning is to use plain soap and 
warm water. Alcohol or related solvents must not 
be used. 
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All of these cellophane materials have a tendency 
to turn cloudy after a year or so and when this occurs 
no restoration is possible. Replacement is the only 
remedy. 


Question: How much steam and water are 
required for laundry purposes? 


Answer: The amount of laundry to be done 
varies from 8 lbs. to 15 lbs. per patient per day de- 
pending on type of patient, occupancy rate, number 
of employes housed, and many other variables. 


The amount of water used averages five gallons 
per pound of linen washed. Two thirds of this 
water must be heated. A simple and approximate 
method is to estimate one pound of steam to heat 
one gallon of water though this will of course vary 
with the temperature at which the water is received 
from the mains. 


Processing within the laundry uses approximately 
six pounds of steam per pound of linen. This in- 
cludes boiling in washers, starch and soap cooking, 
and heating of tumbler, presses, and flat work 
ironer. 


In estimating steam requirements it should be re- 
membered that the entire seven days’ accumulation of 
linen must be laundered in an average of 20 to 25 
hours operation of the laundry per week and that un- 
less carefully scheduled and staggered as much as 
twenty-five per cent to thirty per cent of the entire 
week’s load may come into the laundry in a single 
day. 


Question: Have interns the legal right to sign 
birth certificates, death certificates and the like? 


Answer: Until the medical graduate has been 
duly licensed to practice medicine under the laws of 
the state, his legal status is no different from that 
of any other citizen. At least one state requires that 
interns shall have been licensed before entering their 
internship. More than one third of the states require 
one year’s internship before licensure. 


Generally the professional service of the intern is 
on the status of assistant to some staff member who 
is licensed and under such circumstances it would be 
the licensed physician, under whom he is working, 
who would be required to sign such papers. 


In many jurisdictions the government offices to 
which such reports are to be submitted will accept 
the signature of the superintendent of the hospital to 
such public records. This is due to the fact that the 
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hospital is a responsible organization chartered by the 
state and its superintendent is recognized as the 
custodian of the records. 


The surest method is for the attending physician to 
sign all birth and death certificates. When this is 
not practicable the local authorities may accept the 
signature of the superintendent but are much less 
likely to be satisfied by the signature of an unlicensed 


intern. 
—_—$_j—___—_. 


Question: (1) What are the effects of size in a 
hospital upon the economy of rendering service, 
assuming that the essentials of overhead are of 
substantially the same good quality. In institu- 
tions of between 25 and 100 bed capacities, where 
are these better economic results likely to stop 
with increase in size? 


(2) In the case of a 50 bed hospital planning to 
enlarge its capacity, with provision for an elastic 
system of efficient outside care that will enable 
the hospital to stay nearer full up, without failure 
of essential service, thus reducing the hospital 
deficit and leaving more money available for im- 
provement of all kinds of service whether within 
the hospital or without, an efficient out-nursing 
service is an essential element. What is likely to 
be the economic effect? 


Answer: It brings up a very interesting ques- 
tion, the answer to which has been given considerable 
thought and study; but so many variables enter into 
the problem that it is difficult to give an answer to 
your question as to where the point of economy in 
hospital administration breaks with the bed capacity. 


The greatest problem in hospital construction, 
management, and operation is to avoid as much as 
possible the largest single cost or source of waste in 
hospitals, and that is the vacant bed. A hospital of 
fifty beds capacity in one community running an 
eighty per cent occupancy would be much more eco- 
nomically administered, and with a lowered unit cost, 
than an identical hospital giving comparable service 
located in another community and running only a 
sixty per cent occupancy. This, of course, is ele- 
mentary. But whatever the size of the hospital, there 
must be a sufficient utilization of its services to justify 
that size, and any further increase in the size beyond 
a fair average utilization of the hospital beds and 
services would be a waste in capital and would be 
followed, of course, by a waste in operating income. 


To approach an answer to your question, which 
has some basis from a mathematical standpoint, we 
would take the average cost of operation of a hospital 
at around $1,100 per year per bed, and with this ex- 
penditure all the cost of the hospital services—par- 





ticularly intramural services—which go with the 
operation of a small hospital could be paid. The 
basis of estimate of whether the hospital is economi- 
cally operated or not is not upon the unit cost of per 
days’ service, or even of the unit cost of per case 
service, but is the total cost of operation which the 
hospital experiences over a given period. A hospital 
of twenty-five beds, enjoying an occupancy of eighty 
per cent, and earning for its services an average of 
$3.75 per day, and collecting all of it, would have an 
operating income of approximately $32,000 a year 
which should be sufficient to operate a hospital of this 
size for that period of time. We are taking rather 
optimum figures, both for the occupancy of the 
twenty-five bed hospital and of the average income 
per patient day for a twenty-five bed hospital. 
Naturally, as the number of beds increase the unit 
cost of service is lowered somewhat by absorption of 
fixed overhead, but with the increase in the number 
of beds, there naturally follows the cost of an increase 
in the ancillary services which is more or less ex- 
pensive and the cost of which is generally larger than 
the difference between the fixed overhead of opera- 
tion of a twenty-five bed hospital and one somewhat 
larger. But generally speaking, economy in operation 
as well as in construction of plant can be expected 
with the increase in bed capacity of a hospital from 
twenty-five beds as a minimum up to one hundred 
beds, when this seems to be the point of bed capacity 
at which further economies along the lines that you 
suggest may not be expected. This again largely for 
the reason that the ancillary services and perhaps the 
more intense application of “pegged” hospital services 
cost more in hospitals of from one hundred beds and 
upwards. 


This all pre-supposes that there is a minimum 
wastage in the form of unoccupied beds. Naturally, 
the answer to your question is somewhat vague and 
must, of course, be influenced by the geographical 
location of the hospital ; by the cost of food and other 
commodities; by the cost of the professional and 
manual labor employed in the hospital; by the type 
of construction of the plant (whether it has been con- 
structed with a view of planned economy, or whether 
it is an altered building in which the modern applica- 
tion of economy principles in plant construction have 
not been observed) ; and further assumes that the 
character of professional, as well as other hospital 
services in the hospitals of different sizes, is com- 
parable. 


In the case of a fifty-bed hospital which is con- 
sidering expansion of plant and bed capacity, you 
would naturally expect a reduced unit cost, unless 
you add several of the ancillary services to those 
services which a hospital now employs, and provided 
that there is a sound basis for expectancy of use of 
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at least eighty per cent of the total number of beds 
of the institution after the expansion had been ac- 
complished. In other words, there must be a sound 
reason based upon potential usage in any increase in 
the number of beds. If all these bases are sound, 
then the hospital of course should expand to meet its 
requirements, and there would be a resulting reduc- 
tion in the unit cost of service and the proportionate 
economy in the cost of operation. 


In your second question you outline a purpose 
which, in its last analysis, is introducing your hospital 
into the realm of activity of preventive medicine. It 
is a question that is worth careful consideration— 
just how far the community hospital should go in 
this direction, and just how far the governmental 
health authorities (federal, state, county, or munici- 
pal) would come to meet the hospital’s effort. Re- 
gardless of whatever purpose which might be applied, 
so long as there was dual control—one of which con- 
trols is the hospital, and the other the health authori- 
ties—there would be an over-lapping of effort, and 
perhaps an over-lapping of expenditure. Your pro- 
gram for such a hospital would involve, of course, 
some free hospital care, both medical and nursing. 
It certainly would involve prenatal care in maternity 
cases, and preventive medical care in communicable 
disease cases ; all of which is a proper hospital func- 
tion, the health authorities confining their efforts 
largely to sanitary problems of the community and 
their improvement. 


Naturally, such a program should contemplate 
some convalescent care, or certainly convalescent ob- 
servation after the discharge of the patient from the 
hospital. These, of course, are ancillary services in- 
volving expenditure of funds for personnel and for 
other essential charges. Whether they should be a 
direct charge upon the hospital or upon the public 
welfare program of the community, or whether the 
charges should be for the joint account of the hos- 
pital and the public health service of the community 
is also worth careful consideration. But regardless 
of the size of the institution, if you attach to its 
operating function these ancillary services, you will 
of course increase the cost of operation; for in line 
with our observation, and except in the instance of 
epidemic or pandemic communicable disease invasion, 
our efforts along the line of preventive medicine have 
not greatly influenced the bed occupancy of our 
institutions. People use hospitals at present—if any- 
thing—in a larger proportion than they did when 
preventive medicine and hospital care was less 
efficient. 


HOSPITALS 








Re 





lic 


‘ALS 














The Library of the American Hospital 
Association 





W. P. MORRILL, M.D. 


y HE SERVICE of the Library of the Amer- 
ican Hospital Association is unique in several 
respects. 


1. It is the largest library in the world devoted 
exclusively to hospital problems and the closely 
allied problems of nursing, both education and 
service, and medical social service. 


2. Its package library service includes clippings 
from all the journals published which are 
devoted to its special subject. These clip- 
pings are assembled by topics and thus each 
package library becomes a collection of all 
current thought on that particular subject. 

3. Its service is not limited to the members of 
the American Hospital Association but are 
extended to any responsible person in any 
place in the civilized world who has a legiti- 
mate interest in the subjects requested. 


4. This service is furnished entirely free upon 
request. The only obligation on the recipient 
is that he return the material sent within a 
reasonable time and pay the return postage. 


Book Collection 

The book collection, about five thousand volumes, 
includes not only those of current interest but a large 
number of books of unusual historical interest. All 
books are indexed, classified, and shelved according 
to a specially devised system which renders them 
quickly available for study purposes. 

The extensive pamphlet and booklet collection is 
housed in vertical files indexed and classified ac- 
cording to the system employed for the package 
libraries. This collection includes a large number 
of reports of committees, boards and commissions, 
surveys, etc., as well as reprints and other special 
publications. 

Magazine Collection 

The journal collection includes both current and 
back numbers of more than one hundred fifty period- 
icals of hospital and related interest, many of them 
complete to date of first publication. From one 
to ten copies of each issue are received by the library 
and after reserving one for the permanent file and 
binding, the surplus numbers are used for the as- 
sembling of package libraries. 


Package Libraries 
The package libraries consist of collections of cur- 
rent articles assembled according to topics discussed 
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in the subject matter and bound in a tough binding 
cover paper. The library now has available for 
distribution slightly more than five thousand such 
collections on over nine hundred topics and is adding 
new ones at the rate of over 300 per year. Some 
of the annual additions are to cover the newer 
topics such as air conditioning, hospital service plans, 
the new nursing curriculum, etc. Others are for 
the purpose of bringing older topics up to date. 
The number of separate packages on each topic 
varies from one to as high as fifty-five according to 
the demand for the particular topic and the amount 
of material available. The library has available for 
distribution mimeographed lists of the topics cov- 
ered and the use of these lists is of material as- 
sistance to those desiring the material in helping 
them to so formulate their requests as to be readily 
understandable. For those who do not use these 
lists, the library personnel makes every effort to 
interpret their requests but some are couched in 
such indefinite or broad terms as to make such in- 
terpretation difficult if not impossible. 

Bound volumes of journals and text books are 
available for consultation in the reading room of the 
library but in the case of some of the more important 
ones such as reports of study committees and in 
case of some text books, the library has duplicate 
copies which may likewise be loaned. 


No Restrictions on the Loan Service 

One outstanding feature of the loan service of 
the library is its generous freedom from restrictions 
as to recipients of its service. Loans are made to 
any responsible person who has a legitimate interest 
and can be reached by the Postal Union. Every 
civilized community in the world is served without 
restriction and the influence and work of the library 
is just as definite in China, Persia, Africa, or New 
Zealand as in its headquarter’s city, Chicago. 

For those who are able to visit the library there 
is available a large reading room and the personnel 
is always ready to give any possible assistance in 
the formulation of plans or search for material for 
special studies. ; 

The reading room is also available for group meet- 
ings and twelve organizations representing hospital 
and allied interests regularly avail themselves of 
this convenience. 

The service of the library is free to all comers. 
Applicants within the continental United States 
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are requested to return loaned material within three 
weeks though this time may be extended if special 
request is made to the library. Applicants from 
without the United States are permitted to retain 
material for a period of six weeks and even this 
generous allowance may be extended if good reason 
for such extension exists. The library pays trans- 
portation charges on outgoing material and the re- 
cipient is asked to pay return transportation only. 


Hospital Plans and Specifications 


Included in the loan service is an extensive col- 
lection of blue prints of hospitals built largely in 
the period of 1920 to 1930. The small amount of 
building since 1930 has not made many of the later 
ideas in hospital planning available but it is hoped 
that with the recent increase in hospital building 
activities some of the newer plans embodying the 
later ideas in planning may be made available in the 
not distant future. 


Hospital Annual Reports 


Until about 1932 a rather extensive collection of 
annual reports of hospitals was maintained. At 
about that time there came a marked decrease in 
the publication of such reports by hospitals and the 
collection for the years since that has been less com- 
prehensive than formerly. 

With the much increased activity now evident in 
the hospital field it is hoped that the publication of 
annual reports will be resumed and that the collec- 
tion on file in the library can be made more repre- 
sentative. 

The Extent of Service 


During a typical service year, four thousand five 
hundred package libraries and fifteen hundred other 
types of material were sent in response to appli- 
cants in the United States and in nineteen foreign 
countries. The applicants were not only hospital 
administrators and executive personnel but included 
representatives of all types of persons interested in 
hospital, medical, and sociological activities. One 
large group of applicants consists of nurses—execu- 
tive, graduate and undergraduate—who are making 


special studies or writing theses on various subjects 
relating to the care of the sick. 

In addition to the mailed out material some eight 
hundred visitors to the library were furnished mate- 
rial for use in the reading room. These visitors 
represented not only all sections of the United States 
but many foreign countries as well. 

One of the newer activities of the library is its 
endeavor to help those whose problems are not cov- 
ered in the available literature. Included in the 
personnel of the library are a specially trained and 
experienced librarian and a hospital administrator 
of extended experience, both of whom have wide 
contacts with technical personnel in other lines of 
endeavor. Through these contacts it is often pos- 
sible to secure data and prepare bibliographies or 
memoranda on the special problem presented. 


The Support of the Library 


The library is supported entirely from allotments 
of funds from the regular budget of the Associa- 
tion which in turn is derived solely from the annual 
dues of its members. There are no special grants, 
subsidies, endowments, or other special funds avail- 
able for extension of the work of the library. Due 
to such limitation of funds the library has an ex- 
tremely sma!l budget for the purchase of books and 
periodicals and thus must depend almost entirely on 
the generosity of publishers for its new material. 

For similar reasons it has not yet been possible 
to extend the service very far in the direction of 
original research, a field which would be of marked 
value to the hospital field but which can not be 
undertaken until such time as increased appropria- 
tions are made available either from increased mem- 
bership in the Association or from special grants 
or endowments from sources outside the regular 
budget of the Association. 

The Library is essentially a service rather than 
an archive organization. Its every effort is directed 
toward day to day service to all who are interested 
in hospital problems. Its aid in assisting all those 
concerned in hospital work can not fail to improve 
the quality of work done and to benefit all those 
whose infirmities bring them to the hospital door. 








Annual Meeting of New York City 
Visiting Committee 


Dr. David C. Adie, Commissioner of the State 
Department of Social Welfare, and Dr. S. S. Gold- 
water, Commissioner of the Department of Hospi- 
tals of New York City, addressed the annual meet- 
ing of the New York City Visiting Committee of the 
State Charities Aid Association, December 10, 1936. 


The meeting was attended by representatives of 
each of the hospitals and homes of Greater New 
York. In 1936 the Visiting Committee maintained 
a continuous service of inspecting all public hospi- 
tals in the city, helped to rehabilitate 7,000 patients 
at Bellevue, gave constant support to five social serv- 
ice workers, maintained a convalescent shop, and or- 
ganized 1,000 hospital concerts and entertainments 
for the sick and poor in the city institutions. 
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Interns and Staff 


MRS. MARTHA P. ROBERSON, R.N., F.A.C.H.A. 


Superintendent, Medical and Surgical Memorial Hospital, San Antonio, Texas 


E; VERY YEAR new classes of medical graduates 
are being scattered to the four winds in the service 
of internships. Those who leave their university 
surroundings for internships, however far-distant re- 
moved, are immediately confronted with new per- 
sonalities, new methods, and new ideas, which may 
in some degree conflict with the impressions gained 
during their years of university life. Certain it is 
that those who choose the so-called non-teaching, in- 
dependent hospital for internship find themselves 
no longer spoon-fed in the matter of more advanced 
medical teaching ; but are thrown more on their own, 
a state of independence which is, nevertheless, of 
distinct value. 


It falls upon the attending staff of such institu- 
tions, however, to guide these interns; and to this 
end to resume serious responsibility. All too fre- 
quently the attending physician’s thought and atti- 
tude is too involved in the patient; and little atten- 
tion is paid to the intern, more than to consider him 
an accessory for the performance of routine duties. 


Meeting the Intern Staff Half-way 


The staff of every hospital that engages interns 
must conscientiously meet the intern at least half way 
during the latter’s tenure of office to make him fit to 
practice medicine. Any program to well meet the 
fulfillment of a good internship should include the 
following : 

1. Constant effort to improve the art of history 
taking, even to the extent of the intern’s spending 
fifty per cent of his time thereon is time well spent, 
provided the attending physician conscientiously 
spends time in checking and discussing pertinent 
points with the intern, especially in relation to physi- 
cal findings, chronological order, and laboratory data. 
Likewise the style of medical writing should be con- 
stantly studied, and improvements suggested. 


Further paper work on the intern’s part should 
consist of well written and concise progress notes 
throughout the patient’s hospital days. A progress 
note stating that the patient is “O. K.’’ means that 
the intern has little more than tipped his hat during 
his daily visit. Unless the patient’s record is care- 
fully checked by the attending physician, the tendency 
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The Intern Staff and the Record Department 


A good internship presupposes a progressive rec- 
ord department. How to improve the quality of the 
clinical records should be the concern of every mem- 
ber of the staff. Indeed, true scientific treatment 
cannot be given without detailed written records. A 
complete record contains all the evidence upon which 
the diagnosis is based. All observations, treatments, 
and findings to be of maximum value must be record- 
ed, and the writing of the record must be so sched- 
uled that it falls in sequence to the work accom- 
plished. With the rigid enforcement of having the 
pre-operative study of the patient recorded before 
operation, it is quite possible that some operations 
are prevented which would be unnecessary or un- 
wise. Comparisons of pre-operative diagnosis and 
actual findings at operation are often illuminating 
and informative, not only in the particular case, but 
also in the general study of masked symptoms and 
deceptive signs. 

A record system cannot function properly without 
an active record committee. This committee reviews 
the records, evaluates the results of treatment, and 
strives to stimulate the interest of the staff in im- 
proving the quality of the records. It also serves as 
the “big stick” to doctors who are delinquent in com- 
pleting their records. It is the immediate authority 
of the record department and is the connecting link 
between this department and the staff. 

Accurate records give a true estimate of the type 
of work that is being done in the hospital. The com- 
piling of monthly and annual reports is medical book- 
keeping in which the assets and liabilities of the nurs- 
ing and medical staff of the hospital are evaluated. 
The records provide the data for determining the 
successes and failures of the hospital, and point the 
way for improving the service to the patient. 


Personal Relationships with Patients 


2. Practical experience in the art of personal re- 
lationship with patients should include those with the 
hospitalized patient as well as the out-patient or office 
patient. The attending physician should impress the 
importance of thorough, systematic examination, car- 
ried out with the least annoyance to the patient. The 
intern is quick to recognize the smooth, systematic 
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and thorough routine of physical examination as done 
by the expert in contrast to the rough punch in the 
stomach, look at the tongue methods of some practi- 
tioners. Further, the intern should be held account- 
able for day to day changes in the patient as revealed 
by physical examination. The attending physician 
should feel it his responsibility to discuss freely the 
reasons for treatment and to guide the intern in the 
intelligent uses of laboratory procedures in each case. 
In the out-patient clinics or private offices the intern 
should become acquainted with the art of meeting 
patients, the technique of proper office treatment, 
necessary laboratory procedures and their indications, 
and constant follow-up of patients during their 
period of treatment. 


Laboratory Experience 
3. Laboratory experience is only gained by actual 


performance and acquired skill in doing routine ex- 


aminations of urine, blood, gastric analyses, etc. 
Each intern should be assigned definite periods for 
laboratory service during which he would be checked 
for accuracy by either physician in charge or the 
experienced technician. Likewise, a working knowl- 
edge of the more complicated laboratory procedures 


is valuable, such as Wassermanns, blood sugar, non- 
protein nitrogens, etc., not that he necessarily be 
able to make such determinations but to know what 
is involved when he requests such studies to be made. 


Study Assemblies 


4. Study Assemblies, directed by the chief of staff, 
are an integral part of internship. Each intern should 
be assigned medical journals for review and brief and 
concise abstracts made of important articles. Such 
study assemblies should be held at least once a week 
with free discussion and constructive criticism on the 
part of all concerned. Presentation of specially pre- 
pared papers on selected subjects should be given by 
the interns; and here again, the style of writing and 
mode of presentation should be freely criticised. 

On the other hand, the teaching members of the 
staff should prepare a series of lectures to cover 
selected phases of clinical and laboratory medicine, 
this to include frequent clinical-pathological confer- 
ences. 

In conclusion, we find that the staff of every hos- 
pital, large or small, is responsible for the guidance 
of interns. However, it is only the conscientious and 
alert intern who profits by internship. 








Miss Jessie F. M. Harrod 


Miss Jessie F. M. Harrod, for the past ten years 
superintendent of the Montclair, New Jersey, Hos- 
pital, died December 14, after a long illness. 

Miss Harrod assumed charge of the Montclair 
Hospital in 1927 and in 1928 began a new construc- 
tion program which more than doubled the bed 
capacity of her institution. 

After graduating from the University of Michigan 
Hospital in 1910, she served as assistant at the 
Homeopathic Hospital, Ann Arbor, and from there 
went to the Ohio State University Hospital. During 
her residence in Ohio she was a member of the 
State Board of Nursing Examiners. 

Miss Harrod was a member of many years’ stand- 
ing in the American Hospital Association and was a 
Fellow of the American College of Hospital 


Administrators. 
———_<=— 


George W. Wilson 


George W. Wilson, superintendent of The Toledo 
Hospital, Toledo, Ohio, died suddenly January 9, 
1937, of an esophageal hemorrhage. Mr. Wilson has 
been a member of the American Hospital Associa- 
tion since 1914; he was a member of one of the Com- 
mittees on Arrangements for the Cleveland Conven- 
tion, and has always been active in Association af- 
fairs. 

Mr. Wilson has been the superintendent of the 


Toledo Hospital since 1930. He began his hospital 
career at Roosevelt Hospital, New York. He left 
Roosevelt to become superintendent of St. Luke’s 
Home and Hospital at Utica. From 1919 to 1930 he 
was superintendent of Hamot Hospital, Erie, Pa. 


William H. Guppy 


William H. Guppy, prominent in the sterilizer in- 
dustry and manager of the New York Office and 
Export Sales for the American Sterilizer Company, 
died at the Murray Hill Hospital in New York fol- 
lowing a comparatively short illness. 

As a pioneer in the disinfector and sterilizer in- 
dustry, Mr. Guppy contributed much to the prog- 
ress of the development and refinements of disinfec- 
tors and sterilizers. 

Mr. Guppy was very active in civic matters and 
community life and his untimely passing will be a 
great loss not only to the sterilizer industry but to 


his many friends. 
—_—@——. 


Edward W. Pope 


Edward W. Pope, known to many as the “grand 
old man of the Floating Hospital,” died at his home 
in Newton, Massachusetts, at the age of ninety-one. 
Mr. Pope was a member of the Board of Trustees of 
the Boston Floating Hospital, Boston, Massachusetts, 
since 1905 and served as chairman of the Board from 
1912 through 1931. 
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Legal Decisions of Interest to Hospitals 


7. IS THE SEVENTH OF A SERIES OF NOTES 
upon court decisions in the several states, which af- 
fect hospitals or where the hospital was a party to 
the litigation. 


Indiana 


Liability of Charitable Hospital for Burns Caused 
by Negligent Use of Hot Water Bottle. 


St. Vincent’s Hospital v. Stine, 195 Ind. 350, 144 
N.E,. 537 


The plaintiff, Stine, a pay patient, sued to recover 
damages for personal injuries which were sustained 
as a result of the negligence of a nurse in the em- 
ploy of defendant hospital. While the plaintiff was 
under an anesthetic the nurse placed a hot water 
bottle on the patient’s foot, which resulted in a severe 
burn. Ultimately it was necessary to amputate 
plaintiff's leg. 

Plaintiff took a judgment at the trial, and upon the 
appeal of the hospital this judgment was reversed. 


In answering the case of the patient, the hospital 
pleaded its organization as a charitable institution, 
alleging that it had no stock, paid no dividends, and 
made no profits. 


It was decided that the defendant hospital was a 
charitable corporation, and in holding it to be exempt 
from liability, the court said: “We believe the rule 
that is sustained by the weight of authority and the 
best reason to be that a charitable institution or cor- 
poration is not liable to a beneficiary for an injury 
caused by the negligence of its employees if it has 
used due care in selecting such employees, but that 
this exemption from liability does not extend to out- 
siders or third persons, although some courts hold 
that the exemption extends to all cases arising out 
of the negligence of employees.” 


——>—_—__. 


Liability of Charitable Organizations for Injury to 
an Inmate Caused by Defective Machinery. 


Old Folks’ and Orphan Children’s Home v. 
Roberts, 83 Ind. App. 546, 149 N.E. 188 


The plaintiff, Roberts, was injured while an in- 
mate in the defendant home. Defendant was a 
private charitable corporation. Plaintiff's evidence 
tended to show that he was injured as a result of 
his clothing being caught in an unguarded flywheel. 
part of a gasoline engine. 


Upon the trial defendant took a judgment which 
was reversed upon the appeal of the Home. 
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Plaintiff charged the defendant with negligence in 
failing to place a guard upon the flywheel, and in 
employing a business manager, a matron, and care- 
taker. Negligence was also based upon the fact that 
defendant had retained these people after their in- 
competence was, or should have been known to the 
defendant. 


The court held that an eleemosynary corporation 
owes to inmates the duty to exercise reasonable care 
in selecting its servants, and that it also owes the 
duty to remove such servants after discovery of their 
incompetence. The institution may become liable 
for the negligence of an employee if it knows of his 
incompetence, or by the exercise of reasonable care, 
could have ascertained that he was incompetent. 


Subsequently, in Old Folks’ and Orphan Chil- 
dren’s Home v. Roberts, 91 Ind. App. 533, 171 
N.E. 10, a judgment in favor of plaintiff Roberts 
was affirmed. Upon the trial of the case it was 
shown that the defendant was guilty of negligence 
in retaining its manager after his incompetence had 
been demonstrated. 


OO 


Liability of Municipal Institution for Negligence of 
Its Employees. 


Williams v. City of Indianapolis, 26 Ind. App. 628, 
60 N.E. 367 


Plaintiff Williams sued here for damages sus- 
tained when her arm was so negligently set as to 
deprive her of the use of her hand and wrist. Plain- 
tiff was not a pay patient. It was held that the city 
was not liable to plaintiff who had been injured as 
a result of the unskillful treatment of a physician 
employed in the city hospital, on the ground that 
the city hospital was conducted as a governmental 
function of the city, acting in the public interest, and 
not as an agent for the public. 


Iowa 


Administrative Board—Power to Punish for Con- 
tempt of Order. 


Brown v. Davidson, 59 Ia. 461, 13 N.W. 442 

Section 1435 of the Iowa Code -provided for a 
visiting committee, empowered to investigate condi- 
tions in state asylums. The committee had power 
to send for persons, papers, and to examine witnesses 
upon oath, for the purpose of ascertaining whether 
the inmates were being properly cared for. This 





committee could also correct any abuses disclosed as 
a result of its investigations. 


Brown refused to appear before the committee, as 
requested, and he was confined pursuant to a com- 
mittee order adjudging him to be in contempt. He 
was released from custody of the sheriff on a writ 
of habeas corpus, and this appeal was taken to de- 
termine whether he had been properly released. The 
court determined that while the committee was em- 
powered to exercise quasi judicial powers, still it 
was not empowered to punish for a contempt of its 
administrative orders. Hence, the prisoner was prop- 
erly released upon the writ. 


— 


Liability of Railroad for Negligence of Its Physi- 
cian. ; 


Eighmy v. Union Pac. Ry. Co., 93 Ia. 538, 61 
N.W. 1056 


This was a suit to recover damages for personal 
injuries based in part upon the negligence of a physi- 
cian employed by the medical department of the 
defendant railroad company. There was a judgment 
and verdict for the plaintiff, which were reversed 
upon the appeal of the defendant. 


Evidence was put in showing that the defendant 
maintained voluntarily a medical department for the 
purpose of treating such of its employees as re- 
ceived injuries in the course of their employment. 
As a part of this service defendant employed a doc- 
tor, who had treated plaintiff for an injury to the 
latter’s hand, and who had amputated some of the 
fingers of plaintiff. 


The question was whether defendant was liable 
for the alleged negligence of its physician in treating 
the plaintiff. The court recognized that it was the 
duty of defendant to furnish a competent physician, 
and that defendant would be liable if it had been 
guilty of failing to use due care in selecting the physi- 
cian. Since it had been shown that the physician in 
question was competent, the defendant was not liable 
for his acts amounting to negligence. 


—<———— 


Liability of Charitable Hospital for Death of 
Patient. 


Mikota v. Sisters of Mercy et al, 183 Ia. 1378, 
168 N.W. 219 


Suit was brought here to recover damages for 
personal injuries resulting in death, the action be- 
ing based upon the negligence of defendant’s em- 
ployees. The plaintiff’s petition was dismissed, and 
an appeal followed, the court affirming the order 
dismissing the petition. 
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Defendant was a charitable corporation maintain- 
ing a hospital which was supported by voluntary 
contributions. The plaintiff’s intestate had been 
taken to the hospital suffering from typhoid fever, 
and while in a state of delirium, had thrown himself 
from the window of his room. This action is predi- 
cated upon the negligence of the hospital employees 
in failing to provide proper window guards, and in 
failing to provide attendants. 


The question was presented whether a charitable 
corporation was liable for the direct negligence of 
its employees, or whether it was liable only for its 
failure to exercise reasonable care in selecting its 
employees. The Iowa court was of the opinion that 
the defendant would be liable only for failure to use 
due care in the selection of its employees, and that 
if it had exercised reasonable care in selecting its 
attendants, then it would not be liable for the negli- 
gent acts of such attendants. Since the plaintiff's 
petition failed to allege any facts from which the 
court might infer that the defendant could be proved 
guilty of negligence in the selection of its servants, 
the petition was defective, and was properly dis- 
missed. 


a ees 


Liability of Hospital Superintendent for Withholding 
Pay of Employee. 


Cross v. Donohoe, (Iowa), 210 N.W. 532 


This was a suit by an employee of a state hospital 
against the superintendent, seeking damages for the 
refusal of the superintendent to pay plaintiff his ac- 
crued salary. 


The petition of the plaintiff was dismissed, and 
upon the appeal this action of the trial court was held 
to have been proper, in view of the fact that the 
suit here was not maintainable, since it was actually 
directed against the state, although nominally di- 
rected against an individual, who was an agent of 
the state in his capacity as hospital superintendent. 
This decision thus conforms to the doctrine of non- 
suability of the state, or its agencies, unless the state 
had expressly made provision for the maintenance of 
a suit against itself or its officers. 


Kansas 


Liability of Railway Hospital Association for Negli- 
gent Treatment of Railway Employee. 


Nicholson v. A. T. & S. F. Hospital Association, 
97 Kan. 480, 155 Pac. 920 


This was an action against a hospital maintained 
by a railroad company and its employees for the 
benefit of the employees, based upon the negligent 
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DIRECTOR 


....the finest personnel in the land.... 


task in every hospital is done better when even 
one person in that hospital works with fiery pur- 
pose, with a song in his heart. 
Go get that kind of personnel. 
with vital, eager, competent persons. 


Always there seems to be so much to do that 
_ never gets done. There always seems so much 
that could be done and should be done and 
would be done ... if you could only do it yourself. 
Do not try it. Change your ways if you are 
courageously attempting it today. 


The history of industrial America is thick with 
the stories of men who built vast and profitable 
organizations through the use of men as fine, as 
smart, as eager as they. 


The story of America’s hospitals, when it is writ- 
ten, will be parallel. 


Hundreds, yes, thousands, are famed today for 
their service to their communities because a man 
shared the responsibilities, shared the executive 
tasks with many, shared the fame and the excite- 
ment and the income with those whom he dele- 
gated to carry heavy loads. 


The greatest things in the world are made when 
the maker works with great enthusiasm. Every 


Fill your niches 
Never 
again, just fill a position! Instead, fill each va- 
cancy, as it arises, with the finest you can find. 
Then ask for the best there is in them. Ask it! 
Expect it! Give them leave and reason and time 
...and they'll give it. 


Then things will get done as things should be 
done. Each will thrill to his part, give excitedly, 
willingly, usefully of his mind and energies... 
and success will come to those people, to that 
hospital, and stay for as long as you’d like. 


We know! For over many years we’ve learned 
to fit hospital men and women into jobs they’d 
love ... and we’ve noted the great results... 
until today we know that the bottom problem 
of any hospital is to get and keep “the finest 
personnel in the land.” 


55 E. Washington St. The MEDICAL BUREAU 


February, 1937 


Chicago, Illinois 
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treatment of the patient, which allegedly resulted in 
his death. The court was of the opinion that the 
question of liability was to be determined upon the 
same principles of law which govern similar actions 
against charitable associations conducting hospitals, 
and it stated that the rule was well established that 
such institutions are not liable for the negligence of 
their physicians and attendants, resulting in injury to 
patients, unless the plaintiff’s proof shows that the 
association did not exercise reasonable care in the 
employment of its servants and attendants. 

In this case the plaintiff failed to allege and prove 
that the defendant had failed to exercise reasonable 
care in the selection of its physicians and attendants. 
Hence, no recovery could be had against the de- 
fendant. 


——— a 


Liability of Charitable Association for Undertaking 
of Physician in Its Employ. 


Davin v. Kansas Medical, Missionary and Ben- 
evolent Society, 103 Kan. 48, 172 Pac. 1002 


This case involved the question whether a charita- 
ble corporation conducting a hospital was liable to 
respond in damages to a patient for the failure of its 
medical superintendent to comply with a contract 
made by him to care for that patient. 


The suit was based upon a personal injury which 
occurred when the plaintiff fell through an open 
window while walking about at night. A judgment 
was entered for the defendant Society notwithstand- 
ing a verdict in favor of the plantiff. This judgment 
was affirmed upon the appeal. 


This decision thus aligns itself with the rule of the 
Nicholson Case to the effect that charitable hospi- 
tals, or associations, are not liable for the negligence 
of their servants in injury to patients unless it is 
shown that the association, or hospital, has not exer- 
cised reasonable care in hiring the servants. 


i 


Liability of Charitable Associations for Negligence 
of Truck Driver in Its Employ. 


Webb. v. Vought, et al, 127 Kan. 799, 275 Pac. 170 


Webb sued the defendant Vought, a truck driver, 
and the Salvation Army, in whose employ he was, 
for personal injuries resulting from an automobile 
collision. A judgment against the driver was af- 
firmed, while a judgment against the Salvation Army, 
a charitable corporation, was reversed. 


In recognizing the rule announced by the court 
in the Nicholson Case, it was said in the instant de- 
cision: “This court now prefers to follow that rule, 
and put it on the ground that the resources of charita- 


ble organizations are trust funds which cannot be 
subjected to the payment of damages in such 


9 


cases. ... 


* 


> 


Liability of Hospital for Negligence of Nurse. 


Ratliffe v. Wesley Hospital and Nurses Training 
School, 135 Kan. 306, 10 Pac. (2) 860 


Upon the trial of this case a judgment was en- 
tered in favor of both defendants, a hospital and a 
nurse employed by that hospital. Upon the appeal 
of the plaintiff the judgment was affirmed. 


The injury for which suit was brought arose from 
the use of a proctoclysis set, which became broken, 
causing serious burns to the patient. Plaintiff's peti- 
tion alleged that the defendant had failed to exercise 
reasonable care in the selection and employment of 
its nurses and attendants. It was also insisted upon 
by plaintiff that the doctrine of res ipsa loquitur ap- 
plied to the case. 


There was evidence offered as to how the accident 
happened. Therefore, the doctrine of res ipsa 
loquitur could not apply because this doctrine rests 
principally upon the absence of direct evidence of 
the defendant’s negligence. 


The court was of opinion that the defendant, being 
a charitable hospital, could not be held liable for the 
negligence of its employees. With respect to the 
defendant nurse, it was held that she was not under 
duty to examine the equipment of the hospital, which 
had been furnished to her, in order to discover 
whether it had any latent defects, and that her 
failure to make such an examination was_ not 
negligence. 


A Minnesota Decision on Tax-Free 
Hospitals 


The Supreme Court of the State of Minnesota, 
on November 6, 1936, decided in the following case 
relative to the bequests to a hospital which, in their 
opinion, are exempt from taxation: 


“1. Taxation. ‘Public hospital,’ within constitu- 
tional provision for exemption from taxation, means 
that hospital must be operated without intent to make 
private profit, and does not mean that institution must 
dispense charity or that it may not charge fee for 
services rendered (Const. art. 9, par. 1). 


“2. Taxation. Corporation organized to establish 
and operate on non-profit and purely public charita- 
ble basis tuberculosis hospital, which made charges 
against patients able to pay for treatment, but treated 
patients who were not able to pay without charge, 
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Which comes first 
in YOUR Laundry... 
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Sanitation, of course.. 
if you had to choose. 
But read Mr. Dates’s 
letter, to see that you 


get BOTH with wash- 
ers of MONEL 


OU'RE not, of course, in the commer- 

cial laundry business. Yet if your hos- 
pital contains a laundry, you can very well 
profit by the experience of commercial 
laundrymen. 


Read Mr. Dates’s letter. Note that his 
Monel* washers give a lower bacterial 
count in the rinse water! There’s an item 
that means even more to you than its im- 
portance to the commercial laundry. 





The higher temperatures required for 
proper garment sterilization can be safely 
used with Monel washers without any 
harmful effects . . . also Monel is non-ab- 
sorbent, rust proof and corrosion resistant. 


Another reason you find Monel in up- 
to-date laundries is because it saves many 
dollars a year for each washer, in smaller 
consumption of power, water, steam, and 
supplies. Those are items you too will be 
glad to save . . . so long as you sacrifice 
nothing in sanitation. 


Get full information on Monel washers 
when you plan an addition or replace- 
ments, Write Inco to-day. Address: 


THE INTERNATIONAL NICKEL 
COMPANY, INC. 
67 WALL STREET NEW YORK, N. Y. 


MONEL «\ 
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DATES LAUNDRY SERVICE, INC. 
Kenmore, New York 


Office of the President September 16 1936 


Mr. C. J. Bianowicz 

The International Nickel Co 
67 Wall Street 

New York City 


Dear Mr. Bianowicz,: 


In 1929 when we decided to double the capacity of our 
production department, we found that by substituting 
Monel washers for the existing wood washers we could 
more than double our washroom capacity without any 
change in the space then occupied. We also could pro- 
duce this with the same labor that we then had. This 
item alone would justify the change. 


In 1931 we still had one small wood washer for small 
lots of fugitives. With the advent of Approved Laun- 
dries and & regular check on bacteria count we found 
that one machine geve us trouble on high count. We re- 
placed it with & Monel washer énd our trouble stopped. 


Since then we have added another Monel washer and only 
recently added a No Trux Monel extractor. 


We are now producing two end one half times as much ton- 
nage in our washroom as we formerly did and with the 
same men working less hours. We are convinced our in- 
vestment was a sound one. 


Very truly ypurs \ 
4) 
Iph//l. 


Dates 


% Monel is a registered trade-mark applied to an alloy containing approximately 
two-thirds Nickel and one-third copper. This alloy is mined, smelted, refined 
rolled and marketed solely by International Nickel 





held ‘public hospital’ within constitutional exemption 
from taxation of public hospitals and institutions of 
purely public charity (Mason’s Minn. St. 1927, par. 
7892 ; Const. art. 9, par. 1).” 


—_——g—_—__— 
A Wisconsin Decision 


The Wisconsin courts recently filed an interesting 
decision, approving the jury’s verdict for the plaintiff 
in a suit of St. Mary’s Hospital, Green Bay, Wiscon- 
sin, against the Atlas Warehouse and Cold Storage 
Company. An employee of the company was the 
victim of an accident, sustaining a broken leg with 
other injuries. He was taken to the plaintiff’s hos- 
pital, where he remained for many months. The 
hospital, upon discharge of the patient, presented a 
bill to the defendant company for the service ren- 
dered. 


The defendant company contended that the charge 
for treatment lay against its compensation insurance 
carrier, the Southern Surety Company, which later 
became insolvent. It further contended that the bill 
should have been filed with the Industrial Commis- 
sion, and that in the absence of such filing the de- 
fendant was not liable for the hospital bill. 

The jury awarded St. Mary’s Hospital $1,013.95, 
with interest, in payment for the services the hospital 
rendered. 

ethic tien 
Canada 


Significant Decision on Negligence Charge 
Won by Hospital 


The Toronto General Hospital has successfully 
appealed a decision (Vuchar v. Trustees, Toronto 
General Hospital) requiring it to pay damages 
for injuries received by a public ward patient 
suffering from puerperal sepsis and who was 
burnt on the thighs by the alleged negligence of 
the hospital’s servants in using an electric heat 
cradle. The judgment of the Court of Appeal 
(Rowell, C.J.O., Middleton, J.A., and Masten, 
J.A.) is particularly valuable, because it contains 
an exhaustive analysis of the principles laid down 
in a number of leading decisions frequently 
quoted in hospital suits. 


The “master and servant” relationship is analyzed 
and, in discussing the Hillyer v. Governors of St. 
Bartholomews Hospital decision, emphasis is laid 
upon the principle established that the hospital, in 
undertaking “that the patient whilst there shall be 
treated only by experts, whether surgeons, physi- 
cians or nurses, of whose professional competence 
the governors have taken reasonable care to assure 
themselves,” does not assume responsibility for their 
negligence “in some matter of professional care or 
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skill, or neglect to use, or use intelligently, in his 
treatment the apparatus or appliances which are at 
their disposal.” At the same time the hospital is 
held responsible for the due performance by its 
servants of their purely ministerial or administrative 
duties. 


After reviewing and analyzing various decisions, 
the decision was brought down to the question of 
whether the nurse in using the electric cradle was 
exercising her “professional skill” under the instruc- 
tions of the surgeon in charge or was she merely 
performing a “routine or administrative duty” under 
the direction and control of the hospital. The Trial 
Judge had found that the use of the electric cradle 
was purely a matter of routine duty on the part of 
the nurse and, therefore, had held the hospital re- 
sponsible for her actions. 


The Court of Appeal found, however, that pro- 
fessional skill was exercised by the nurses in oper- 
ating the cradle. Various factors determined the 
number of bulbs to be used, the length of exposure, 
distance, etc. No set of ruler of operation were de- 
fined, the objective being to apply all heat possible 
to localize the infection; the duty of the nurse was 
to exercise her own judgment. In this respect the 
case differed from the Nyberg case, where the routine 
of hot water bottle use determined the issue or the 
somewhat similar adverse decision of Lavere v. 
Smith Falls Public Hospital, where it was held 
that the nurse, in placing an overheated brick in the 
bed, was performing a routine duty and not acting 
under the control and direction of the doctors. In this 
present case, it was decided that “the nurse, in deter- 
mining the number of lights to be lighted and the 
degree of heat to be applied, was necessarily exer- 
cising her professional knowledge and skfl, and not 
performing a routine duty.” The appeal was allowed 
and the action dismissed with costs, if asked. 


In supporting the Chief Justice, Mr. Justice Mas- 
ten pointed out that the hospital is not responsible 
for negligence on the part of the medical staff, in- 
cluding the housemen or interns, when they are 
acting in a professional as distinguished from an 
administrative capacity. The position of the intern 
“is highly analogous to that of the nurse for, like 
her, he is at all times, and remains throughout, an 
employee of the hospital.”” Mr, Justice Middleton 
noted that the difficulty arose here because of the 
absence of a clear contract between the patient and 
the hospital at the time of the patient’s admission, 
and could not “help wondering why the hospital does 
not always insist on a clear understanding. ‘The 
duties undertaken by the hospital and the extent of 
the fiabilities assumed should be accurately and 
fairly defined.” 
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Fit and feel like your own skinis 
more than a slogan—it’s a Matex 
fact. Prove it by slipping your 
hands into a pair of Matex ar- 
mored wrist, dermatized gloves. 
Eventhough yourhands may not 
be anatomically perfect Matex 
will fit them. For, instead of 
hands made to fit gloves—Matex 
gloves are made to fit hands. 
No binding nor cramping. No 
flabby looseness. The Comfort- 
Curing process tempers the 
rubber structure, giving effort- 


less flexibility that respondsto ¢CQMEORT CU RED 


the fingers like a second skin. Just as a secret temperin 


poner imparted diamon 

ard keenness and rubber 
like flexibility to the famed 
Damascus blades, so the Com- 


Mare 
S. of. e fort-Curing process tempers 
rubber to skin-like flexibility 
and maximum tensilestrength. 


The 70% extra strength of the 
Armored Wrist resists sterili- 
zation devitalizing effects, pre- 
vents premature tearing— 
keeps gloves in service longer. 


an 
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PROFESSIONAL PREFERENCE 


Matex gloves win first choice for 
their natural comfort, slip-proof, 


‘ton - <a, i dermatized surface and extra strength 
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Among the Associations 


State and Province Association News 


The Association of California Hospitals 
Thomas F. Clark, Secretary 


The Association of California Hospitals is a 
definite outgrowth of the Association of Western 
Hospitals. It was organized in 1935 due to a desire 
of hospital administrators, who felt a definite need 
for a State Association, for more intimate and de- 
tailed study of special problems. One of the ob- 
jectives of this Association is to promote general 
efficiency of operation by securing cooperation and 
assistance in this work from all other organizations 
of similar purpose and to advance the interests of 
all medical service institutions. Officers for 1936 are 
as follows: 

President—George U. Wood, Peralta Hospital, 
Oakland, California 


President-Elect—W. G. Crandall, Scripps Me- 
morial Hospital, LaJolla, California 

First Vice President—Rev. T. C. Marshall, Hos- 
pital of Good Samaritan, Los Angeles, California 

Second Vice President—R. D. Brisbane, Sutter 
Hospital of Sacramento, California 

Treasurer—C. J. Ross, Stanford University Hos- 
pitals, San Francisco, California 

Executive Secretary—Thos. F. Clark, Hotel Whit- 
comb, San Francisco, California 

In 1935 funds collected by the California Public 
Relations, Legislature and Publicity Committees, of 
the Association of Western Hospitals, to finance 
work in the interests of California hospitals were 
turned over to the State Association. These funds 
formed the nucleus of the treasury for meeting the 
expenses of the Association in carrying out its initial 
program of work. Since then the hospitals have 
contributed monthly dues, approximately, based on 
ten cents per month per occupied bed. 

During the first year of operation the Association 
was faced with the necessity of plunging immediately 
into active legislative work, as the California Legis- 
lature was in session and many bills were introduced 
directly or indirectly affecting hospitals. The Legis- 
lative Committee of the Association has been con- 
tinuously active in studying all new legislation, to 
be familiar with measures that are to come before 
the 1937 session of the Legislature. It will be par- 
ticularly observing of bills designed to open ‘County 
Hospitals to patients regardless of their economic 
status. 


The matter of developing an acceptable plan of 
hospital service insurance has been one of the major 
activities of the Association. A state-wide plan was 
considered, but innumerable difficulties were en- 
countered and therefore voted as impracticable at 
that time. Through initiative efforts of hospitals, 
some sixteen counties of the State now have volun- 
tary group hospitalization. Los Angeles hospitals 
are planning to incorporate for purposes of offering 
hospital service. The San Francisco County Medical 
Society, cooperating with local hospitals expects 
soon to provide hospital insurance in San Francisco. 


The fire insurance committee, under the chair- 
manship of George U. Wood, made an exhaus- 
tive study of fire insurance rates, which was responsi- 
ble in securing, for a number of hospitals, a reduction 
of forty per cent on fire insurance rates, resulting in 
a saving of thousands of dollars for hospitals. The 
full report of the findings of the committee has been 
published and copies at fifty cents may be obtained 
upon application. 


A study has been made of public liability and 
compensation insurance for hospital employees. The 
committee findings indicate a great variation in the 
treatment the various hospitals are receiving. A re- 
port is in process of completion and upon approval 
will be distributed to our member hospitals for guid- 
ance and information. 


The nursing committee of the Association has been 
actively engaged in the study of nursing problems. 
Complete survey has been undertaken of the prin- 
ciples and standards of good nursing, and the cur- 
riculum for nursing schools developed by the National 
League of Nursing Education. 


At the present time there are in the State of Cali- 
fornia two hundred sixty-seven voluntary hospitals, 
with a capacity of sixteen thousand seven hundred 
thirty-seven beds. Of the approved hospitals, one 
hundred are members of the Association of Cali- 
fornia Hospitals. According to the latest reports, 
these one hundred hospitals have an average census 
of five thousand seven hundred eighteen patients. Of 
the fifty-eight counties in California only thirty-nine - 
maintain County General Hospitals of approved 
standards. The Association will participate in the 
1937 Convention of the Association of Western Hos- 
pitals to be held at the Biltmore Hotel, in Los 
Angeles, April 12 to 15, 1937. 

(Continued on Page 118) 
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“DISUIPLIMt: 


“Discipline is the development of the facul- 
ties by instruction and exercise.” When 
functions such as habit time of bowel move- 
ment are neglected through lack of dis- 
cipline or intelligence, they require careful 
training to restore them to a normal state. 

Petrolagar has proved to be an agree- 


able and effective means of assisting in the 


establishment of bowel discipline. Because 
Petrolagar mixes intimately with the bowel 
contents, it increases the bulk in the stool 
to a soft mass which is easily passed. 

Petrolagar is prepared in five types — 
providing the doctor with a variation of 
treatment to suit the individual patient. 


Petrolagar Laboratories, Inc., Chicago, Ill. 


Petrolagar is a mechanical emulsion of pure liquid petrolatum (65% by volume) and aqar-agar. Accepted by 
the Council on Pharmacy and Chemistry of the American Medical Association for the treatment of constipation. 


Petrolagat 
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CONTROLLED- 


| SEE DELCO - 
FRIGIDAIRE OFFERS 
CONTROLLED COST 
AIR CONDITIONING 





THEN IT WILL 
BE SMART TO 
TALK TO THEM 





Like that great group Cost Air Conditioning equipment is 
of automobiles—like “A Product of General Motors.” When 
the Diesel-powered, you buy this make of air condition- 
streamlined trains that flash back and ing equipment, you 
forth across the continent—like the hun- G buy with confidence 
dreds of thousands of that operating costs 


PRODUCT OF Frigidaire refrigerators will be reasonable 
GENERAL MOTORS that protect food in count- fine and thet Som cont 


less homes and stores... (egy . will be low as essen- 
Frigidaire Controlled- <== == - tial quality permits. 









































Lt pays to talk to 


DELCO-FRIGIDAIRE 


Conditioning Division of General Motors Sales Corporation 
AUTOMATIC COOLING, HEATING AND CONDITIONING OF AIR 
HOSPITALS 





1| Air Conditioning 


takes the guesswork 





‘ALS 





out of Summer Cooling 


At last you can buy Air Conditioning on a sensible business basis 


OT summer weather is ahead. Of 
H course you're thinking of air con- 
ditioning. Naturally it’s the cost you 
think about first. That’s why you'll 
want to get the facts about Frigidaire 
Controlled-Cost Air Conditioning. 

What does Controlled-Cost Air 
Conditioning mean? 

For one thing it means more cool- 
ing per kilowatt hour. Also, it means 
an absolute balance between the re- 
frigeration units (condenser and 
coils). Hence, less operating cost. 

But that is only part of the money- 
saving story of Frigidaire Con- 
trolled-Cost Air Conditioning. Its 
greatest economies are due to the 
fact that it can always be made to 
fit your particular job exactly. 


You pay only for what you need 


Practically no two stores or build- 
ings are alike in size, or in the con- 
ditions that concern air condition- 
ing. With old-style cooling appara- 
tus, you often get either too little 
cooling action or too much. Then 
you get a poor return on your invest- 


ment or pay far more than you 
should to operate the system. 

Delco-Frigidaire engineers can fit 
your needs exactly . . . and tell you 
in advance how much your air con- 
ditioning will cost. For Delco-Frigid- 
aire is more flexible and offers a 
wider selection. 

The first cost of Frigidaire Con- 
trolled-Cost Air Conditioning is rea- 
sonable; and, because you know 
what it will cost to operate, you’re 
not buying guesses. You’re buying 
air conditioning on a business basis. 
Why General Motors’ experience 

saves you money 
The basis of most summer air con- 
ditioning is electric refrigeration. 
General Motors has built more elec- 


SAVE MONEY 
by buying now! 





The big rush for air conditioning is 
starting. Right now you can save im- 
portant money by getting in ahead of 
the crowd. It will pay youto getintouch 
with Delco-Frigidaire immediately. 











tric refrigerators than any other or- 
ganization. General Motors devel- 
oped Freon, the safe cooling liquid 
that revolutionized the industry. 
General Motors developed the Finned 
Cooling Coil. General Motors pio- 
neered the first self-contained air con- 
ditioning units for homes and offices. 

This leadership in ideas, and in 
applying ideas, has created Con- 
trolled-Cost Air Conditioning. So, 
when you plan the air conditioning 
system you need next summer, con- 
sult Delco-Frigidaire, Conditioning 
Division of General Motors Sales 
Corporation. Get the benefit of ad- 
vice from the organization that dis- 
cusses all costs frankly and has the 
right equipment at the right price. 


Get the Facts 


You will find a Delco-Frigidaire en- 
gineer deals in facts. He looks at air 
conditioning from your viewpoint. 
He will show you how you can best 
make this great profit-producing in- 
vestment. And it costs nothing to get 
the facts. Just mail the coupon today. 


MAIL THIS COUPON TODAY! 





ae Air Conditioning for HOSPIT: \LS 


Hundreds of hospitals throughout shar cates ok 
ited by Air Conditioning last summer. Get the whole 
story! Get the facts about Frigidaire Controlled-Cost 
Air Conditioning. Mail the coupon... today! 





City and State. 


Delco-Frigidaire Conditioning Division 
General Motors Sales Corporation 
Dayton, Ohio, Dept. H-2 


I want the facts about Controlled-Cost Air Condition- 
ing for hospitals. Please send me the complete story by 
return mail. I am obligating myself in no way at all. 


Name. 





Address 








PRODUCT OF GENERAL MOTORS 
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Michigan Hospital Association 

The Michigan Hospital Association will hold its 
1937 convention at University Hospitals, Ann Arbor, 
on April 15 and 16. 

Dr. D. M. Morrill, director of Blodgett Memorial 
Hospital, Grand Rapids, is president, and Robert G. 
Greve, assistant director of University Hospital, Ann 
Arbor, is secretary. 

Sie? area 
New England Hospital Association 
A. G. Engelbach, M.D., Secretary 

The New England Hospital Association is an 
association formed primarily to hold conventions 
for hospital workers in the New England states. 
During the past five years the annual meetings have 
been held in Boston. Two years ago, the Trustees 
of the Association decided to include a technical or 
commercial exhibit with the meeting. 

At the 1936 meeting, held the past February, the 
attendance was the largest which the Association had 
experienced. The enthusiasm aroused, and: interest 
of the members was made manifest by their ready 
response and cooperation in presenting papers and 
making the meeting a complete success. 

In 1936 the Association took one of its greatest 
strides forward in that the Trustees of the Asso- 
ciation approved the plan of having a separate Trus- 
tees’ Section. This Section had seventy-three Trus- 
tees in attendance, fourteen of whom are members 
of the Association. The majority of those in attend- 
ance were trustees of hospitals, the superintend- 
ents of which are members of the Association, 
and through their invitation attended this session. 
This session proved to be so interesting that there 
was great difficulty encountered when it was neces- 
sary to close their discussion. 

The exhibition consisted of thirty-two technical 
exhibits and five educational exhibits. 

The plan for the coming year is for an annual 
meeting February 25, 26 and 27, 1937, at which 
time the Program Committee is planning a program 
which we hope will prove more interesting and in- 
formative than any previously conducted. The num- 
ber of commercial exhibits has been increased to 
thirty-eight (all space was reserved two days after 
contracts were opened). 

The Membership Committee of The New England 
Hospital Association has an interesting job—each 
year besides selling the Local Association, the Na- 
tional Association must also be sold. The number 
of applicants for the past year will more than offset 
the number of removals and deaths which have oc- 
curred. Through the efforts of this local Committee 
there have been a number of Institutional member- 
ships obtained for the American Hospital Association. 

Legislative and other information is sent to the 


members as it is taken from the various magazines, 
books, reports, and news items. This material is 
sent, not as a complete source of information, but 


as an additional reminder. 
eee 


North Carolina Hospital Association 
M. E. Winston, Secretary 
American Medical Association Journal Hospital 
Number, March, 1936, registered for North Carolina 
152 institutions which are caring for the sick and 
suffering. An analysis of this number shows the 
following : 
General Hospitals, white 
General Hospitals, colored 
Surgery 
Ear, Eye, Nose and Throat 
Orthopedic 
Industrial 
Childrens 
Institutional 
Maternity 
Nervous and Mental 
i TTT rere ee 21 


North Carolina Hospital Association membership 
constitutes 93 of the above hospitals. Eighty-six and 
fifty-nine hundredths per cent of the white general 
hospitals, 100 per cent of surgery, 66 per cent of 
ENT, 100 per cent of industrial, 37.5 per cent of 
nervous and mental, 5 per cent of the tuberculosis. 
We are not satisfied. We are after more member- 
ship. 

North Carolina General Assembly is now in ses- 
sion. Our hospital constituency is alert. The legis- 
lative committee of the North Carolina Hospital 
Association is planning for constructive legislative 
measures. 

Several hundred thousands of dollars are being 
invested in hospitals throughout the state. The 
masses are becoming hospital minded. The Hospital 
Care Insurance, feature is going over in a big way. 
Our “Southern Hospital” publication, published at 
Charlotte, N. C., has had a wonderful reception 
throughout the Southern States. We are planning 
for South Carolina, Virginia, and North Carolina 
Tri-State Meeting in Raleigh, April 22, 23 and 24. 
We are expecting busier, bigger, and better service 
to our unfortunate who happen to come our way. 


ep 
Saskatchewan Hospital Association 
G. E. Patterson, Secretary 


Although general conditions in Saskatchewan show 
some improvement over last year, the hospitals have 
not shared to any marked degree in a relief from 
financial distress. Many of the smaller institutions 
have only been enabled to carry on through the gen- 
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This trade mark identifies all hospital 
products manufactured by The Seam- 
less Rubber Co. Look for it —it is a 
mark of quality. 


St Op yperless “cess nue 
COMBINATION WATER BOTTLE & ICE CAP 


<a 


{ Lets your dollars 
do DOUBLE-DUTY 


Enables your dollars to go twice as far, for it 
can be used as either hot water bottle or ice 
cap. No stopper to lose, or to become loose. 
Instead, there is a patented closure of soft 
rubber which prevents leakage and which 
may be placed under any part of the body 
without irritation. The opening is large 
enough to admit sizable ice cubes, and to pre- 
vent spouting steam when filled with hot 
water. Sides are fluted to increase radiation. 
Testedand approved by Good Housekeeping 
Institute. Your Supply House has this item. 


In addition to the Seamless Stopperless Bottle, 
your Hospital Supply House maintains complete 
stocks of a wide variety of other Seamless rubber 
products for hospital use. 


Available with smooth surface also 


scamiecess 


THE SEAMLESS RUBBER CO., INC., NEW HAVEN, CONN. 
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erous grants from the Provincial Government. The 
regular grant of fifty cents per patient per day with- 
out any reservation, which has been in effect for some 
years, has been augmented by a special grant to all 
hospitals in the drouth area of an additional twenty 
or forty cents per patient per day, based on whether 
the area had a partial or a complete crop failure. 
Because of this assistance, all hospitals have been 
able to remain open. The most serious problem con- 
fronting the larger hospitals is the necessity of caring 
for so many patients who are unable to pay for their 
treatment and for whom their own local municipality 
is prepared to guarantee. This places upon the hos- 
pitals the burden of an accumulation of thousands 
of dollars of unpaid bills extending over several years 
and has forced them to very unwillingly take con- 
certed action. At the meeting of the Saskatchewan 
Hospitals Association held in November, it was de- 
cided that municipalities failing to make satisfactory 
settlement of their overdue bills must be refused the 
facilities of the hospitals for their cases, except in 
cases of emergency, which will be accepted as for- 
merly. It is the opinion of hospital executives that 
the onus of providing hospital care should be placed 
on the district in which a patient lives, when he is 
himself indigent, and not on the hospital, which, in 
order to operate, must then charge the other paying 
patients more than is fair. 

The Saskatchewan Hospitals Association has func- 
tioned for eighteen years and has served its purpose 
very well in keeping the needs of the hospitals before 
the public and protecting the interests of hospitals 
when new legislative amendments were being put on 
the Statute Books. 

Owing to the large area of the province, it has 
been difficult for a majority of the sixty-two hos- 
pitals to send delegates annually to the conventions 
held in the three largest cities in rotation, and this 
year a plan of smaller group meetings has been tried 
out. Five districts were set up and a convenor 
chosen at a central point, who accepted the duty of 
calling a group conference at a date suitable to the 
district. These meetings have proven very success- 
ful and their resolutions and recommendations have 
been forwarded to the annual meeting for confirma- 
tion and action. As the value of these group con- 
ferences becomes more apparent, we feel that the 
whole organization of hospitals in the province will 
be strengthened. 

A very satisfactory convention was held in Saska- 
toon on November 19 and 20, to which a fair pro- 
portion of the hospitals sent representatives. The 
guest speakers were Dr. M. T. MacEachern of Chi- 
cago and Dr. G. Harvey Agnew of Toronto, and 
their services in helping to solve delegates’ problems 
were deeply appreciated. 

The advances in medical science seem to have edu- 
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cated the public to demand increased hospital service 
and our problem in Saskatchewan is to keep pace 
with this demand and render the service without 
making the cost prohibitive to those who attempt to 
pay. Many advances in service are indicated just as 
soon as some scheme can be devised to meet the 
cost. The hospitals look forward with hopeful op- 
timism for a continuation of the return of prosperity. 





Coming Meetings 

National Methodist Hospitals, Homes and Dea- 
coness Association, Cincinnati, Ohio, February 17-19 

Massachusetts Hospital Association, Boston, Feb- 
ruary 25 

New England Hospital Association, Boston, Mas- 
sachusetts, February 25-27 

Alabama, Florida, and Georgia Hospital Associa- 
tions, Atlanta, Georgia, April 8-10, 1937 

Association of Western Hospitals and the Asso- 
ciation of California Hospitals, Los Angeles, April 
12-15 

Ohio Hospital Association, Columbus, April 13-15 

Michigan Hospital Association, Ann Arbor, April 
15-16. 

Texas Hospital Association, Lubbock, April 23-24 

Iowa Hospital Association, Dubuque, April 26-28 

Tri-State Hospital Association (Illinois, Indiana 
and Wisconsin), Chicago, May 5-7 

Mississippi Hospital Association, Meridian, May 10 

Minnesota Hospital Association, Rochester, May 
13-15 

Hospital Association of New York, New York 
City, May 20-22 

New Jersey Hospital Association, Atlantic City, 
May 27-28 

Hospital Association of Pennsylvania, Buck Hill 
Falls, June 2-4 

Mid-West Hospital Association, Colorado Springs. 
Colorado, June 10-11 

Manitoba Hospital Association, Brandon, June 
24-25 

American College of Hospital Administrators, At- 
lantic City, September 13-17 

American Occupational Therapy Association, At- 
lantic City, September 13-17 

American Protestant Hospital Association, Atlan- 
tic City, September 13-17 

Children’s Hospital Association, Atlantic City, 
September 13-17 

National Association of Nurse Anesthetists, At- 
lantic City, September 13-17 

American Hospital Association, Atlantic City, Sep- 
tember 13-17 

Hospital Association of Nova Scotia and Prince 
Edward Island, Sydney, Nova Scotia, July, 1937 

Ontario Hospital Association, Toronto, Oct. 25-27 

Kansas Hospital Association, Newton, October 30 


HOSPITALS 
























{"Oh, he's only a BABY!” 





AND SOAP IS ONLY A “LITTLE THING,” TOO 


If you don’t agree both 
are “Little Things’’ of real 
importance, consider this: 


RUE, soap is a “Little Thing,” 
physically speaking. But... the 
right soap can actually help recov- 
ery... by being soothing to super- 
sensitive skins... by cleansing gently 
... with rich, creamy lather whether 
used with warm or cold water. 
That’s one reason so many leading 
hospitals use Palmolive—the soap 
that’s made only from Olive and 
Palm oils. That’s why many doctors 
tell new mothers: ‘Now that your 
baby is ready for soap and water 


Palmolive § 


“LITTLE THINGS“ 


ONE OF THE 
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baths, I suggest you use Palmolive.” 

‘Even the name Palmolive is im- 
portant,” a doctor told us just a few 
days ago. “It’s such a familiar name 
...atouch of home.” And no won- 
der! For more people buy this pure, 
vegetable oil soap—Palmolive—than 








PATIENTS CALL 


any other brand of toilet soap. 


Palmolive’s Extra Quality 
is FREE! 


Yes, actually FREE! For Palmolive 
Soap, made with olive oil, costs no 
more than less-favored brands. 

Your C.P.P. Representative will 
gladly quote on Palmolive Soap— 
and on the finest, most economical 
soaps for laundry and maintenance 
use, too. Or, write Colgate-Palmolive- 
Peet Co., Jersey City, N. J. for the 
valuable Free Booklet: “Hospital 
Housekeeping and Cleanliness.” 
It’s a dependable soap-buying 
guide. No obligation, of course. 
Send for your copy—TODAY! 


oap 


IMPORTANT 
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News Notes 


Rose L. Mapes has been appointed superintendent 
of the Montclair Community Hospital, succeeding 
Jessie F. M. Harrod who died on December 14. Miss 
Mapes has been assistant superintendent of that in- 
stitution since last February. She was a graduate of 
the Paterson General Hospital, and was a student 
of the Institute for Hospital Administrators in 
September, 1936. 

ne oe rt 


J. Elias Behrman has been appointed superintend- 
ent of the Beth Israel Hospital, Newark, N. J., ef- 
fective January 1. Miss Paula Marx, who has been 
acting superintendent of the institution since the 
resignation of Dr. Paul Keller in January, 1935, will 
continue as assistant to the new superintendent. 

Mr. Behrman has been a member of the Board of 
Trustees of the hospital for the past two years, and 
served in an advisory capacity since the new hospital 
was erected in 1928. During the World War he was 
a Major in the Army Engineering Corps, and im- 
mediately following the close of the World War he 
served as technical adviser to the Czechoslovakian 
Government. 

— 


Mattie B. Pangburn has accepted, effective Janu- 
ary 15, the superintendency of the Holden Hospital, 
Carbondale, Illinois. Miss Pangburn is a graduate 
of the Christ Hospital, Cincinnati, was formerly 
superintendent of nurses at the hospital in Delaware, 
Ohio, night superintendent of Christ Hospital, and 
superintendent of the Mercy Hospital, Columbus. 

sill ciate 


Dr. Harold F. Norton has been named superin- 
tendent of the Boston State Hospital to succeed Dr. 
James D. May, who recently retired. Dr. Norton is 
the first Massachusetts man to head the institution 
during its century-old history. 


————~<—— 


Mrs. Julie M. Ritzins has been appointed super- 
intendent of the Rutherford Hospital, Murfreesboro, 
Tennessee, one of the first, if not the first, rural hos- 
pitals established by the Commonwealth Fund. Mrs. 
Ritzins succeeds Mrs. Mary E. Marshall, who re- 
tired, effective January 1. 

Cn 

Sister Mary Herman, the last of the three nuns 
active in founding St. Joseph’s Hospital in Lancaster, 
Pennsylvania, died in that hospital after an illness 
of several years’ duration. Sister Herman came to 
the institution in 1884, and has served as Sister 
Superior and superintendent of the institution. She 
celebrated her golden anniversary as a nun in 1935, 


The Warren General Hospital, Warren, Pennsyl- 
vania, has announced the appointment of A. M. 
Lopez as superintendent to succeed Clara Justice, 
effective January 1. 

‘ckseobalibbeieeess 

Charlotte Janes Garrison has resigned as super- 
intendent of the Virginia Municipal Hospital, Vir- 
ginia, Minnesota. 

sib ctl 

Dr. J. Lindsay Cook has been appointed superin- 
tendent of the new Forsyth County Hospital at Win- 
ston Salem, North Carolina, now under construction. 
The new hospital is scheduled to be ready for occu- 
pancy on February 1. 

ery ae 

Captain Neil M. Stewart, U. S. Army, retired, 
has been appointed to the newly created position of 
night superintendent of the Paterson General Hos- 
pital, Paterson, New Jersey. 

CIA Se 

Vera A. Allan, after seventeen years as superin- 
tendent of Lynn Hospital, Lynn, Massachusetts, re- 
tired January 1, 1937. Miss Allan’s place will be 
filled by Dan Traner, who for the past six years 
has been superintendent of the Swedish-American 
Hospital in Rockford, Illinois. 

cneoidhililliilasie 

Maud McRae, superintendent of the Saginaw 
County Contagious Disease Hospital, Saginaw, Mich- 
igan, has resigned due to ill health, and will be suc- 
ceeded by Margaret Ann Colby, who has been as- 
sistant superintendent for the past five years. 

ae 

Dr. James Douglas Galbraith has been appointed 
medical superintendent of the Bella Coola Hospital, 
Bella Coola, B. C., Canada. 

selling ties 

On the death of Dr. H. L. Reddy, who was med- 
ical superintendent of the Woman’s General Hos- 
pital, Montreal, Canada, for fifty years, the Board 
of Management of that institution abolished that 
position, and Dr. A. Bercovitch was appointed man- 
aging medical director. 

wqsectallignnim 

Victor S. Lindbergh, assistant treasurer of the 
Bethesda Hospital, St. Paul, Minnesota, has been 
appointed superintendent of the Swedish-American 
Hospital, Rockford, Illinois, to succeed Dan Traner, 


who resigned. 
——ii 


Miss Hallie Howard of Henderson, Kentucky, has 
been appointed superintendent of the Laurens County 
Hospital, Laurens, South Carolina. 
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WHEN HUMAN LIFE IS AT STAKE 


Every manufacturer of medicinals undertakes a heavy 
responsibility. Human happiness, or even life itself, may 
sometimes depend on him. For you, the physician, must 
specify the product of a manufacturer largely on faith. You 
must assume that the product you use or place in the hands 
of your patient is standardized correctly . . . uniform with 
other tablets or bottles that you have prescribed previously. 

The Armour Laboratories recognize and accept this re- 
sponsibility to the Medical Profession. We believe your 
faith in us is justified. We believe the equipment, technique, 
and personnel in our new laboratories is unexcelled. We 
know that the products of the Armour Laboratories meet 
the exacting standardizations required by modern medical 


practice. You can depend on Armour. 


THE ARMOUR LABORATORIES 
Headquarters for Medicinals of Animal Origin 
ARMOUR AND COMPANY, UNION STOCK YARDS, CHICAGO 
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Semin : Armour Standardiza- 
tion Methods 


ARMOUR THYROID 
is standardized on the Thyroxine 
Iodine Content. 


ARMOUR PITUITARY LIQUID 
is standardized on the Guinea Pig 
Uterus for its Oxytocic Potency. 


ARMOUR’S CONCENTRATED 
LIVER EXTRACT 
is assayed on the Red Cell regen- 
eration counts in true Pernicious 
Anaemia Cases. 


When prescribing these Glandu- 
lars: Specify Armour. 


We will be glad to send literature 
to physicians on request. 


Armour's 


Vie} 
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Miss Viola Smith has been appointed superintend- 
ent of the Coffee Hospital, Florence, Alabama, ef- 
fective January 1. 


—_—————. 

Miss S. Clark has been appointed superintendent 

of the Williamsport Hospital, Williamsport, Penn- 
sylvania, to succeed A. C. McKeague. 


ikea 

Dr. Charles W. Castner, superintendent of the 
Wichita Falls State Hospital, Wichita Falls, Texas, 
has been made the director of all state eleemosynary 
institutions in Texas. Dr. Barton W. Dorbandt, 
assistant superintendent, will succeed Dr. Castner as 
superintendent of the Wichita Falls State Hospital. 


seactaiiibdiitsias 

The employees of the Carnegie-Illinois Steel 
Corporation, Gary, Indiana, needing hospitalization 
will be taken to Mercy Hospital in Gary in the future. 
In the past such cases have been handled at the 
corporation’s own hospital. The first floor of this 
building will now be used as a modern emergency 
hospital while the remainder of the space will be 
devoted to office use. 


Scnecnalilliceiainies 

Flora L. White, former owner of the English 
Classical School, Tampa, Florida, who died Decem- 
ber 4, at Morristown, Pennsylvania, has bequeathed 
$20,000 in trust to the Tampa Municipal Hospital 
for the maintenance of a free room for the use of 
needy school teachers and children. 


act rc 

The Gregory Community Hospital, Gregory, South 
Dakota, has been taken over by the Benedictine Sis- 
ters, and the name has been changed to the Mother 
of Grace Hospital. 


ahaielliiiaiceimean 

The Germantown Dispensary and Hospital, Phila- 
delphia, has received $254,000 to create an endow- 
ment to be named the “Nelson B. Warden Memorial 
Fund.” The income is to be used for maintenance 
and charity. 


a 
The Winnipeg General Hospital, Winnipeg, Can- 
ada, has received $25,000 from John A. Forlong in 
memory of his wife, to provide new x-ray equipment, 
especially for high voltage therapy. 
——< 


The Prince Edward County Hospital, Picton, Can- 
ada, received a bequest of $25,000 from the estate 
of the late Mrs. Susan Neer. 


—— 

The hospitals in Chicago, Illinois, will receive 

$30,000 under the terms of the will of Mrs. Daisy J. 
Snow. 


ee ae 

Plans are being completed for the new $200,000 
hospital to be built one mile west of Richlands, West 
Virginia. The site selected overlooks one of the 
most beautiful landscapes in West Virginia. The 
hospital will care for the miners in near-by counties. 
Injured men from sections of the country have had 
to be hauled 50 miles by ambulance for medical aid. 
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A new and modern 25-bed general hospital is under 
construction at Magee, Mississippi. The building 
will be a one-story brick, with fourteen private rooms 
and five wards, all with outside exposures. Fully 
equipped the hospital will represent an investment of 
about $25,000. 


panies en een 

The major unit of a $520,000 improvement pro- 
gram at the Parkland Hospital, Dallas, Texas, has 
been completed. The new wing will house the new 
maternity ward, the Negro ward, the isolation of 
communicable disease ward, and classrooms for 


student nurses. 
—_——— 


The Memorial Hospital and Home at Nemour, 
near Blue Ball, Delaware, has been completed and is 
ready to care for the needy crippled children in Dela- 
ware. Funds to the amount of $1,000,000 to be 
used for the construction of the buildings have been 
made available under the will of Alfred I. du Pont 
through the Nemours Foundation. 

—— 

A two-story fireproof annex to the City Memorial 
Hospital, Nacogdoches, Texas, is under construction. 
With favorable weather conditions it is expected that 
the building will be completed about the middle of 
March. 


mpi: 
The federal government has approved the $47,000 
hospital project for Park River, North Dakota. Con- 
struction will be by WPA labor. 
ee 
The new Laurens County Hospital, Laurens, South 
Carolina, accommodating thirty patients, and erected 
at a cost of $70,000, will be opened for occupancy 
within the next sixty days. 
carliitipate 
The new addition to the $120,000 Municipal Hos- 
pital, Charles City, Iowa, is nearing completion and 
will be ready for occupancy February 1. 
uicidlaadibaiicacads 
The new addition to the Worcester City Hospital, 
Worcester, Massachusetts, which will provide the in- 
stitution a much needed operating room, and matern- 
ity ward facilities, will be completed and ready for 
occupancy late in March. The new unit is seven 
stories in height, and will cost $730,000, including 
the cost of equipment and furnishings. The operat- 
ing room suite, nursery, and the maternity rooms will 
be air conditioned. The building will accommodate, 
when completed, one hundred fifty beds, and flexi- 
bility of arrangement has been given special con- 
sideration in its design. Each floor will be divided 
into eight, four, three, and two-bed wards with a 
cubicle arrangement. 
sinless 
The West Wing of the Tampa Municipal Hos- 
pital, Tampa, Florida, and the new nurses’ home, 
to accommodate one hundred twenty-six nurses, will 
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“Outer-Spring Type—with 
spring unit and padding 
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ae) OF ALL OUTER-SPRING 
MATTRESSES IN USE 





New York Hospital (Cor- 
nell) and hundreds more 
use and endorse Spring- 
Air, You'll always find 
that experts buy what ex- 
Perts build. 





SEE BOTH TYPES 


UNPREJUDICED FACTS... 


of Special Import to All Hospital Superintendents 


There are 3,000 bedding manufacturers who share the right of mak- 
ing both types of modern mattresses—inner-spring and outer-spring. 
Many of them do make both types. Yet, nine out of ten outer-spring 
mattresses in use are Spring-Air! .... Why? .... Because the 
records made by al] competing spring units in this direct, out-in- 
the-open comparison prove the unquestioned superiority of Spring- 
Air’s guaranteed Karr Spring Construction! 


.... Important as it is that the vital spring element be right in an 
outer-spring mattress, it is even more important that it be right in 
the inner-spring type where the spring unit is buried inside, hidden 
from inspection. 


.... Be sure to get the guaranteed Karr Unit no matter which type 
of mattress you buy. Then you will be following the example of the 
expert buyers in thousands of hotels and hospitals who demand all 
the comfort —all the endurance they can get for their money... . 
Every Spring-Air Mattress—in either type—has the guaranteed 
Karr Spring Construction! 


SPRING-AIR 


General Offices—Holland, Michigan - 
44 Factories in United States and Canada 


Spring-Air product standards are specified and, through inspection, maintained by the licensor, Charles Karr Company, Holland, Michigan, manufacturer 
of the spring elements used in completed Spring-Air products. 
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be completed and ready for occupancy by March 1. 
With the completion of the West Wing, the Tampa 
Municipal Hospital will have a bed capacity of ap- 
proximately three hundred. It will be one of the 


most complete hospital units in the Southeast. 
eee 


The new building of the Chicago State Hospital 
for the Insane, which will accommodate nine hundred 
patients and a new chapel, will be completed about 


the first of February. 
i 


The Foote Hospital, Jackson, Michigan, has ac- 
quired a site on which a permanent home and train- 


ing school for nurses will soon be constructed. 
—— 


The Saunders Memorial Hospital, Florence, South 
Carolina, is planning to construct a $20,000 addition 
to their present plant. 

i seceiibeanied. 

The Board of Trustees of the Presbyterian Hos- 
pital, Charlotte, North Carolina, and the Mecklen- 
burg Medical Society are engaged in raising $400,000 
to be used in the immediate construction of a modern 
two-hundred bed hospital. The new institution will 
replace the present one-hundred bed hospital which 


has been in use since 1918. 
eo 


In a special election on December 15, the voters 
of Holmes County approved a one-mill levy for 
equipping and maintaining the hospital recently con- 
structed as a Public Works Administration project. 

achilles: 

City hospital officials of Indianapolis, Indiana, are 
asking for the approval of a $210,000 bond issue to 
finance part of the costs of constructing and 
equipping a new five-story wing to that institution. 
The total cost of the addition is estimated at $350,000. 

cidade 

Bids are open for the construction of an addition 
to the Ypsilanti State Hospital, Ypsilanti, Michigan, 
increasing the bed capacity of that institution by 
more than one thousand, at a cost of $1,818,200. 
Plans may also be made later for the construction of 
an occupational therapy building. 

acealaiad tee 

The King’s Daughters are sponsoring the building 

of a new hospital at Indianola, Mississippi, to cost 


$10,000. 


taille ie 
The City of Pontiac, Michigan, is planning to 
spend $65,000, exclusive of additional equipment, to 
complete the Pontiac General Hospital. 
ainsi staat 
The Brantford General Hospital, Brantford, Can- 
ada, is planning a $100,000 addition for isolation 
wards and other purposes. 
Scslilipi ems 
Subcontracts have been let for the building of 
Pavilion C at the Westminster Hospital, London, 
Canada. 


The United States Public Health Service is plan- 
ning the construction of a new hospital to cost 
$2,500,000, occupying thirteen acres of land on Comi- 
monwealth Heights, Brighton, one of the highest 
points of ground in Boston, Massachusetts. This 
hospital will replace the antiquated Chelsea Marine 
Hospital which was built about the close of the Civil 


War. 


eee 
A proposed bond issue of $30,000 was approved 
by the citizens of Clarksville, Arkansas, for the pur- 
pose of erecting and equipping a hospital building. 
—_—p———. 


The main hospital building of the Hastings State 
Hospital, Ingleside, Nebraska, will be replaced by 
a new building costing $360,000. The contract is 
about to be let. 


cist 

The new Community Hospital, Baldwin, Wiscon- 
sin, was opened for inspection on December 19, 1936. 
The building is a two-story structure and basement. 
and was erected at a cost of $20,000. The building 
was made possible through a benefaction of the late 


Anton Bergslein. 
——eeEe 
Bids were opened on January 4, at the Villa de 


Matel Incarnate Convent, Houston, Texas, for award 
of contract for construction of two new hospital 
buildings on La Branch. The two buildings will cost 
$750,000 when completed and equipped. One will 
be a four-story children’s building and the other a 
five-story maternity building. 

I. E. Loveless, Beverly Hills, California, is the 
architect. 


: a NY 

Construction of the $122,000 annex to the James 
Walker Memorial Hospital, Wilmington, North 
Carolina, was started on January 12. 


Ro Met eth 

Contracts have been awarded for the construction 
of a tuberculosis sanatorium at State Park, near 
Columbia, South Carolina, to cost $350,000. Work 
will be started immediately, and the new hospital will 
consist of a five-story main building with a central 
heating plant. 

desicniai patent 

The Board of Trustees of the James Walker 
Memorial Hospital, Wilmington, N. C., canvassed 
bids for a contract to erect a north wing to that in- 
stitution. The PWA allotted $45,000, or forty-five 
per cent of the cost, if the remainder is raised by 


public subscriptions. 
—_—_p————_. 


The Beebe Hospital of Sussex County, Inc., 
Lewes, Delaware, broke ground for a $60,000 ad- 
dition on January 1. The new addition will be fire- 
proof, soundproof, and will increase the capacity of 


this institution to over one hundred beds. 
———____ 
Bids for the construction of the Greene County 
Hospital, Jefferson, Iowa, were opened on January 8. 
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@ Pick any garment to pieces and you 
have a mass of threads. The fabric is 
made of thread. The parts are put to- 
gether with thread. Any weak thread 
and—the garment’s gone. The relia- 
bility of Marvin-Neitzel garments 
springs right from the thread. A know- 
ledge of hospital practice, constant 
study to use the most practical fabric for 
the job at hand, scientific workmanship 
in the construction, has developed con- 
tinual improvement in Marvin-Neitzel 
hospital apparel and, as a result, im- 
proved service for your hospital. 
Be sure to write for new catalog of 


hospital garments if you haven’t already 
received your copy. 








O some it may be just another doorway. 

To the postman, a new address—3100 W. 
Center St., Milwaukee, Wis. But, to us, this 
modest entrance to our new business home 
is a symbol—a mark of dreams partially real- 
ized; of obstacles met and overcome; a door- 
way into a new epoch of service to the sick. 


In 22 years of meeting the needs of hospitals 
and sanatoria throughout the United States 
and Canada, the Will Ross organization has 
come to know what is wanted — in point of 
service from the product as well as service 
from the supplier. In 22 years we have come 
to realize the need for departmental segrega- 
tion and classification of products — in the 
interests of more efficient service. We have 
always recognized the fact that a small hos- 
pital is entitled to exactly the same considera- 
tion as a large hospital — in price, quality, 
and delivery. 

All these things are symbolized by this entrance to a 
manufacturing and hospital supply house where 16 care- 
fully organized, specialized departments take care of your 
smallest as well as your largest needs; 

where 24-hour shipping service continues 

to be the order of the day; where all are 


guided by this creed: The Best is None 
Too Good in the Service of the Sick. 


MARVIN-NEITZEL CORPORATION 


"Everything from Cloth for the Hospital and School of Nursing” 
Si 1845 
TROY on NEW YORK 


WILL ROSS, 


WHOLESALE HOSPITAL SUPPLIES - Milwaukee, Wis. 
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Plans and specifications for a new hospital for 
Woodstock, Illinois, which were submitted by the 
architect, Frederick Hogdon of Barrington, have 


been approved. The hospital was made possible 
through a bequest of $50,000 in the will of Mrs. 
George Bentley. By the terms of the will all of the 
$50,000 must be used for the erection of a new 
building. A bequest from the Julia Herrington 
Estate amounting to $11,000, which has been held 
in the bank and ready for use, will provide the neces- 
sary equipment for the new operating room and re- 
pairs on the old building. 


The new hospital will be built in the form of a 
cross, and when completed will have a capacity of 
forty-five beds. 


——$f 


John W. Appel, president of the White Plains 
Hospital, announced that the plans for the White 
Plains Hospital, to cost about $1,200,000, have been 
approved and the construction would start within a 
short time. 


The building program calls for the construction of 
a new main building, a new west wing to match the 
newer existing east wing, which is to be remodeled, 
and a new adjoining unit to house enlarged out- 
patient: clinics. The hospital’s bed capacity will be 
increased from one hundred and twenty to more than 
two hundred. 


The architects are Schultze and Waver, and Charles 
H. Neergaard is hospital consultant. 


—_p>—___ 
Construction will soon start on the new Claxton 


Hospital, Dublin, Georgia. The building, when com- 
pleted, will cost $35,000. 


—— 

Construction of the new $1,500,000 veterans’ hos- 
pital at Dearborn, Michigan, will be started on June 1. 
— 

The building fund for the new Montgomery Hos- 
pital, Norristown, Pennsylvania, has received a gift 
of $60,000 as a memorial to Mr. Adam Scheidt. 


The new hospital is a six-story community hospital, 
and will replace the old Montgomery Hospital. 


ee 


St. Anthony’s Hospital, Davenport, Iowa, has ad- 
vertised for bids for a five-story addition to cost 
$150,000. The new addition was planned by Her- 
man J. Gaul, Jr., Chicago architect. 


—@—— 


The Rome Hospital, Rome, New York, formerly 
a voluntary hospital, and the Murphy Memorial, a 
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city hospital, were merged in organization a number 
of years ago, and operated under a Board of Trus- 
tees appointed by the mayor. The board has de- 
cided to build a new hospital on the site of the old 
Murphy Memorial. The new building will replace 
the two former plants, and will have a capacity of 
125 beds. Bagg and Newkirk of Utica, in associa- 
tion with Harold G. Rice of Rome, are the archi- 
tects. Charles F. Neergaard of New York City has 
been appointed consultant. 


a os 


The Booth Memorial Hospital at Covington, Ken- 
tucky, one of the larger hospitals that was closed 
during the depression years for lack of operating 
funds, will be re-opened on February 21. 


The Booth Memorial Hospital, owned and operated 
by the Salvation Army, is a modern seven-story in- 
stitution, well arranged and well equipped, con- 
structed about ten years ago. Up to the time of its 
closing it was one of the prominent institutions in 
Covington’s metropolitan area. 


eR 


Hon. L. G. Foley, of the State Board of Control 
of Minnesota, advises that contracts have been 
awarded for a new Minnesota state hospital for the 
insane at Moose Lake. The Moose Lake Hospital 
will cost $2,180,000, and will be completed by Janu- 
ary 1, of next year. 


eee eee 


The Enloe Hospital, Chico, California, built at a 
cost of $100,000, with a capacity of fifty-two beds, 
has been completed and was dedicated on January 10. 


ee 


The new wing of the Quincy City Hospital, 
Quincy, Massachusetts, will be dedicated early in 
February. 


enn eee 


The State of Texas has purchased the Thompson 
Sanitarium at Kerrville, and will convert it into a 
State Hospital for Negro tuberculosis patients. 


i 


We hear from Mr. S. B. Bradshaw, who is man- 
ager of the Armour Laboratories, that they have been 
licensed to import ligatures and sutures into Great 
Britain. Mr. Bradshaw says that the regulations for 
the sale of sutures and ligatures in the United King- 
dom are very stringent. The control of the sale of 
any therapeutic substance rests with the British 
Ministry of Health. Manufacturers never know 
when their products will be tested. There is a con- 
stant check up. Licenses are renewed every two 
years and may be withdrawn at any time. 
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THE EIGHT-HOUR SCHEDULE 
REVISION OF THE CURRICULUM 


ACCREDITATION OF NURSING 
SCHOOLS 


GRADUATE STAFF NURSING 


These and other topics of vital interest to 
hospital administrators as well as to 
nurses are discussed in the 
official magazine 


of the 
AMERICAN NURSES’ ASSOCIATION 
and the 


NATIONAL LEAGUE OF NURSING 
EDUCATION 


* 


The American Journal of Nursing 
50 West 50th Street New York City 


$3.00 for 1 year; $3.50 in Canada 














eee 
CAMPBELL 
AEROPLANE SPLINT 





The arm may be elevated or lowered at the will 
of the surgeon. Used right or left. All heavy 
aluminum construction with exception of 
chromium plated steel reinforcements. For 
treating fractures of the anatomical and sur- 
gical neck. Transparent to X-Ray. 


Wee haere be ANN os oc'ds Go ecce we eee eas $15.00 
No. 178 M Medium Adult........... 15.00 
Whee eee Ge Qa oe voce ciwcciucncs 14.00 


Fracture Book Sent on Request 


DePUY MFG. CO., Warsaw, Ind. 




















The NURSE PLACEMENT SERVICE 
recognizes a Two-Fold 
Responsibility— 


To the Hospital: 


To be able at all times to provide 
nurses competent to meet the re- 
quirements of the most exacting 
situations. 


To the Nurse: 


To place her where she can do 


her best work. 


Our ability to discharge both these duties with 
the maximum effectiveness has won us the con- 
fidence of hospitals and nurses throughout the 
country. 


A National Service to Hospitals and Nurses 


Write Us Immediately 


NURSE PLACEMENT SERVICE 
Room 513, 8 South Michigan Avenue 
CHICAGO, ILLINOIS 
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Designers and manufacturers since 1876 
Member of the Hospital Exhibitors’ Ass’n 


246 South 11th Street Philadelphia, Pa. 
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Of Special Interest to the Buyer 


ON EXHIBIT in the showrooms of Scanlan- 
Morris Company is an entirely new line of furniture 
for the operating room. It is called “SterilBrite.” 
It is a perfect example of the application of modern 
thinking and modern manufacturing, to the existing 
needs in surgical work. 


Obviously the manufacturers had to forget all old 
ideas and start from the special and exacting needs 
surrounding modern surgery. It is nothing short of 
fascinating to view the new features of this furni- 
ture." The beauty of simplicity in design eloquently 
expresses durability and operating room efficiency. 


“SterilBrite’’ equipment has been created in recog- 
nition of the demand for noiseless, easy-moving, 
easily-maintained equipment in the surgery. Frames 
are of continuous heavy tubular steel, skillfully 
formed into graceful lines and curves. The tubular 
members are rigidly joined by streamlined bronze 
connectors. 


Finish of the entire structure is in gleaming 
chromium. plate—non-chipping, highly resistant to 
stains, scuffs and scratches or the effects of anti- 
septics used in the operating room. Basins, table 
tops, trays, etc., are of stainless steel—non-corrosive, 
smooth, easy to keep clean, indestructible. 


Tops and shelves are of laminated construction 
with a layer of sound deadening material between 
the metal to lessen vibration causing the resonant 
effects that occur in the ordinary metal construction. 
Brackets supporting basins, trays, etc., are fitted with 
rubber silencers. Caster and wheel equipment is 
quiet, ball-bearing, easy-turning. 


—_— p> 


EVERETT W. JONES, who is executive director 
of the Albany Hospital, Albany, New York, has 
initiated a new idea in hospital call systems. We 
heard about this from a manufacturer of chimes. 
Mr. Jones has installed dinner chimes to call order- 
lies or special nurses. They are used also to desig- 
nate the conclusion of visiting hours in the wards. 
Everett Jones tried one set of chimes for a couple of 
months and they worked so well he installed eleven 
sets. They are very useful, he says, in providing a 
call signal which is pleasing in tones and does not 
annoy patients. 


There has been a tremendous amount of study 
given to signal systems. It is one of the big prob- 
lems in hospital service. Some systems are very 


elaborate. An idea as simple and economical as this 


may solve the signal problem in many of your insti- 
tutions. Apparently no one thought of this before. 
The chimes are made by J. C. Deagan, Inc., 1770 
Berteau Street, Chicago, Illinois. They will send you 
an illustrated booklet if you write to them. 


—_—_~__— 


MODERN METHODS of treating fractures 
have stimulated inventive resources. Over in War- 
saw, Indiana, the De Puy Manufacturing Company 
has developed a fracture table and a reducing frame 
for double fracture of the lower leg which have met 
with such acceptance that they have been forced to 
double the working space of their factory. These 
folks were pioneers in the splint business and have 
kept up to date in their study of the problems pre- 
sented to physicians and surgeons working on frac- 
ture cases. This highly specialized business is now 
housed in a brand new modernly equipped factory, 
which would be worth taking time to visit if you are 
motoring through northern Indiana. 


——<g———. 


AT THE LAST MEETING of the American 
Hospital Association in Cleveland those who viewed 
the exhibits saw a newcomer under the name of 
James L. Angle Company of Ludington, Michigan. 
A feature of this new company’s exhibit was a 
Patient Turner and Elevator Frame which attracted 
the interest of a great many visitors. If you did not 
witness a demonstration of this new device, you will 
be interested in this contribution to better bedside 
service for fracture-cast patients and heavy people. 

While this new “Turner” eliminates the need of 
assistance from orderlies and is operated easily, its 
greatest asset is the comfort it affords a helpless 
patient who has to be moved several times daily. 
Mr. Angle, who has specialized in hospital furniture 
for many years, lays great stress upon the practical 
way in which this new “Turner” operates. It is 
easily and quickly adjusted. Without being touched, 
the patient can be partly or completely turned. There 
is a variety of adjustments and the equipment can 
be attached to any standard three foot bed. An 
overhead fracture frame may be attached to the 
Elevator Frame and will raise and lower with the 
patient. 

ee 


IN OSHKOSH, Wisconsin, at the Winnebago 
State Hospital there has been installed a perforated 
tank six foot long made of Monel metal to screen 
the intake water going into their filtration plant. This 
use of Monel metal we are told by International 
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OMETIMES 
Sexton Specials offer 
P E Oo p 7 E outstanding values in 


foods prepared exclu- 


THINK they are “ively how who tod 
getting a better 

value, if they get a lower price. But 
a dollar saved is not always a dollar 
made, especially in canned foods. 
There are so many of these in which 
quality is to be detected only by the 
most expert—until it reaches the 
table. Your customer's taste will tell! 
That's why it is really sensible and 
economical to standardize on Sexton 
Sea Foods. This fifty-year-old house 
cannot afford to furnish anything less 
than supreme quality—and the very 
lowest price its immense resources 


make possible. 


+° SEMBON 


Manats ctu ale Grocers 


us Largest Distributors of No. 10 Canned Fooc Is 
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INSTITUTIONAL 
FURNITURE 


Complete Layouts and Quotations 
furnished Entirely without Obligation 


JAMES.L.ANGLE COMPANY 
LUDINGTON - - - - MICHIGAN 














BEADCRAFT INFANT IDENTIFICATION 
New and more economical methods of production enable 
us to save you 20% to 43% on your purchases of 
Beadcraft —the Improved Infant Identification Prod- 
ucts. Note our newest prices: 


Beadcraft LETTERS .. $2.00 

(including “Mc” as one bead) 
NECKLACE BEADS eo. A 
LEAD SEALERS ae, 
per 100.... 1.20 


‘Beadcraft LETTERS are improved letter-beads, made 


of fine porcelain, smooth and evenly constructed, with no 
rough edges at holes. Boiling or sterilizing will not affect 


the type. ‘Beadcraft INFANT IDENTIFICATION 


PRODUCTS are used in the leading hospitals of the 
United States and Canada. Never before have products 
of this quality been offered at such unusually low prices. 


Write for samples and complete price list 


ELLIOT, GREENE & CO., INC. 
15 West 37th St. Box H New York, N. Y. 
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Nickel Company, prevents the annoyances caused by 
corrosion and the damage caused by the crushing 
pressure of ice in water. Your engineer will be 
interested. 


a 


TO KEEP A SHARP edge on the knives used 
in your kitchen and dining rooms is a subject upon 
which Wulff Manufacturing Company of Chicago 
is prepared to give you a dissertation. They have a 
contrivance, run by water power or electricity, which 
they will demonstrate sharpens all knives quickly and 
expertly without any practiced knack. You place 
the knife at the correct angle without any guess 
work. “Why put up with dull knives any more” 
you will say when you see a demonstration. 


——_@——- 


WE HAVE WORD that the Southern Rice In- 
dustry has designated the week of February 7 to 14 
as Rice Week. Your dietitian will be interested to 
know that Beth Bailey McLean, who is director of 
Home Economics for the Industry has prepared 
recipe sheets for special diets based upon rice and 
has written a booklet called “Rice in Hospital Diets.” 
You can get a copy by writing to Mrs. McLean at 
Southern Rice Industry, Masonic Temple Building, 
New Orleans, Louisiana. 


ce eer eee, 


HERE IS A SMALL item, but we will wager, of 
interest to many a buyer in our hospitals. When 
chair rungs and arms, legs of tables and stools be- 
come loose you can now make them firm again by 
using Holdems, a product of A. & F. Products, New 
York. Holdems is a small metal prong insert which 
grips the rung and the wall of the socket. Once in- 
serted there can be no motion either way because 
the prongs are pointed in two directions. They come 
in six sizes to take care of all conditions. Most hos- 
pitals should lay in a supply the first week the heat- 
ing system is turned on. 


ee en 


HATS AND COATS AND overshoes and um- 
brellas—where to put them and keep order in staff 
cloak rooms and nurses’ dressing rooms is a problem 
cleverly solved by Vogel Peterson Company, of Chi- 
cago. They sent us a circular which describes an 
open type ward-robe. It takes care of twelve hats, 
twelve coats, and eight umbrellas. There is a full 
length rack ‘for rubbers and overshoes. It is all 
metal, compactly built and movable, being mounted 
on casters. The makers specialize in checkroom 
equipment. They present this utility wardrobe as 
the last word, maintaining it occupies forty per cent 
of the space required for lockers. Many a super- 
intendent would buy this equipment on sight. 


OUR ATTENTION was called some time ago to 
a service that may interest some of our readers who 
have trouble with lightproofing equipment for win- 
dows and doors. Chamberlin Metal Weather Strip 
Company of Detroit have taken this problem in hand 
and the results of their study are impressive. They 
volunteer to take your particular problems into their 
engineering department and solve them. Their Lite- 
Seal shade and frames come in three types—spring 
roller, manually operated; gear and crank type, and 
the electrically operated type, motor driven. Their 
literature should be in your files. 


OF 


STOPPING LEAKS in pipes while the pipe lines 
are in service by the use of easily applied clamps is 
a subject which M. B. Skinner Company of South 
Bend, Indiana, have described to us. They have re- 
designed a pipe clamp to take care of the higher 
pressures being adopted in pipe lines. They do a 
testing job on every clamp under 3,000 lbs. pressure 
and use a metal composition to insure metal of higher 
tensile strength, uniform density, and hardness. This 
ought to be interesting now when frost splits or bursts 
exposed pipes. 














A GOOD IDEA | 


HE IDEA HAS BEEN EX: 

PRESSED by different members of 
the Association that when you have oc- 
casion to write to any of the advertisers 
in this magazine, you mention the fact 
that you have read their advertising in 
Hospitats, the Journal of the American 
Hospital Association. It is a good 
thought because it helps an advertiser to 
check the pulling power of his copy. 


Every reader of this magazine, particu- 
larly the members of the Association, 
can cooperate with us by referring to 
HospiTraLs when writing to a company 
which supplies products or when talking 
to salesmen. Our correspondence with 
many of the manufacturers shows that 
many superintendents and buyers have 
been doing this. 
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IT MAY 
SAVE YOU HUNDREDS OF DOLLARS 
IN FLOOR MAINTENANCE COSTS 


The following types of floors 
are included in this booklet: 


UNPAINTED WOOD PAINTED OR VARNISHED 
nr - SURFACE 
—— TERRAZZO 
CEMENT, CONCRETE MARBLE 
OR CORK 
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W ite por Catalog 
DISINFECTING . 
WILMOT CASTLE COMPANY 


C 0 M P A N Y 1276 University Ave. Rochester, N. Y. 
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